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Tue stupy of abdominal injuries due to blunt 
trauma has been carried on for many centuries. 
Vance (335) quotes Morgagni as having given 
Aristotle credit for being the first to record 
visceral injury from blunt abdominal trauma. 
Aristotle supposedly noted that the intestine of 
the deer was so delicate that a slight external 
blow might rupture it without injuring the skin. 
This could have been the first recorded observa- 
tion of visceral injury from blunt abdominal 
trauma. 

Our present interest is stimulated by the pro- 
gressive increase in traffic accidents over the past 
few decades. The latest figure given for trauma 
due to automobile accidents in the United States 
was about 40,000 fatalities and 3,000,000 in- 
juries. As the number of vehicles increases, 
surely we will have a greater number of all types 
of injuries unless better safety measures are insti- 
tuted. The automobile is responsible for ap- 
proximately 50 per cent of nonpenetrating ab- 
dominal injuries (215), the other 50 per cent 
being the result of industrial and home acci- 
dents, falls, athletics, fights, and freak accidents. 
The trauma is most often severe and associated 
with other injuries, i.e., head and chest injuries 
or fractures, or is complicated by alcoholism, 
shock, or unconsciousness, making the diagnosis 
more difficult. Kennedy and his associates (164, 
165,166) have stressed the need for teamwork in 


the management of multiple injuries. They be- 
lieve that current teaching places trauma in a 
minor position. 

Admittedly, blunt abdominal trauma is not 
frequent in terms of total hospital admissions, 
since it has comprised less than 0.1 per cent of 
the admissions in a large general hospital (173) 
and about 1 per cent of the admissions for trau- 
ma (163). It is interesting that the number of 
these admissions is about equal to that for 
bronchogenic carcinoma (221). However, blunt 
abdominal trauma carries a higher mortality 
rate than penetrating injuries, the rate being at 
least 20 to 30 per cent (164). This subject de- 
serves our continued interest and research until 
the diagnostic accuracy and management of 
these injuries is comparable to those of congeni- 
tal defects and infectious and degenerative 
diseases. 

The injured patient is more often male, the 
sex ratios quoted ranging from 3 to 1 (4) to 
22 to 1 (266). Approximately 70 per cent of the 
patients are from 20 to 50 years old. The spleen 
(353), liver (76, 193), and kidneys (261, 336) 
have been described as the most frequently in- 
jured abdominal viscera, but a composite picture 
from numerous series (3, 4, 43, 63, 95, 96, 138, 
193, 241, 266, 336, 346, 353, 354) would indi- 
cate that the frequency of injury is as follows: 
spleen, 26.2 per cent; kidneys, 24.2 per cent; in- 
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testines, 16.2 per cent; liver, 15.6 per cent; ab- 
dominal wall, 3.6 per cent; retroperitoneal 
hematoma, 2.7 per cent; mesentery, 2.5 per 
cent; pancreas, 1.4 per cent and diaphragm, 
1.1 per cent. 


MECHANISMS OF INJURY 


What are the mechanisms of injury and the 
so-called pathophysiology of trauma? Most in- 
formation is based on theory rather than experi- 
mental evidence. Penberthy (260) concluded 
that the extent and type of injury are determined 
by whether the force is applied slowly or sudden- 
ly. Because the viscera have some degree of 
mobility, force applied slowly, even though great- 
er, is less apt to cause injury than is a sudden, 
sharp, localized blow. A sudden application of 
pressure is more apt to rupture solid than hollow 
viscera. The viscera of the young are more elastic 
than those of the aged and tolerate trauma 
better. A well-muscled abdominal wall acts as a 
barrier to internal injury. The relaxed abdom- 
inal wall in a drunken or elderly patient can 
permit rupture of the spleen or liver from a com- 
paratively light blow (206). According to Vance 
(335), Moty, in 1890, was the first to observe 
three modes of injury to the intestine. He stated 
that the intestine could be (1) crushed against 
the posterior abdominal wall, (2) torn by a 
shearing force, or (3), burst by a sudden increase 
in intraluminal pressure. 

Greaves and his associates (121) in a study of 
underwater concussion determined that gas or 
air in the viscera was the determining factor of 
the injury sustained. The lungs are particularly 
susceptible to injury; the gastrointestinal tract is 
susceptible to a lesser degree. Pathologic changes 
were not observed in solid organs or in tissues 
that did not contain air or gas. 


DIAGNOSIS 


The diagnosis requires intelligent interpreta- 
tion of the history, the physical findings, and the 
results of available laboratory procedures. A 
thorough history must be followed by a detailed, 
skillful examination, and laboratory, roentgeno- 
graphic, and other diagnostic procedures are 
used to confirm the diagnosis. Often one must 
rely on repeated physical examinations alone, 
treatment for shock or hemorrhage being 
started immediately. 

Farrell (97) has classified closed abdominal 
injuries under three main categories according 


to their principal manifestations: (1) hemor. 
rhage, i.e., injury to solid viscera or vascular 
channels; (2) peritonitis, i.e., from perforation 
of a hollow viscus; and (3) neither hemorrhage 
nor peritonitis, i.e., injuries to the abdominal 
wall, mesentery, or diaphragm. 

The typical patient will often show initial 
shock, with or without early improvement, fol- 
lowed soon by abdominal pain and tenderness 
and later by signs of concealed hemorrhage or 
peritonitis. Alcohol and morphine or other nar- 
cotics may mask symptoms for several hours. 
The masking of symptoms by extra-abdominal 
injuries must also be kept in mind. Williams and 
Zollinger (350) found that in 40 per cent of their 
patients there were complications due to extra- 
abdominal injuries. Fitzgerald, Crawford, and 
DeBakey (100) reported extra-abdominal in- 
juries in 97 per cent of 100 patients with abdom- 
inal injuries who were dead on arrival at the 
hospital and in 70 per cent of those admitted 
alive. 

Abdominal pain and tenderness, the most fre- 
quent symptoms, are enough to warrant close 
observation and frequent re-examinations. Oth- 
er findings are rigidity, shock, ileus, flank dull- 
ness, rebound tenderness, distention, ecchymo- 
sis, or abdominal wall hematoma. The predom- 
inant symptoms or findings depend upon what is 
damaged, what the associated injuries are, the 
age and condition of the injured, the time in- 
terval between injury and examination, and 
many other variable factors. 

There is no question but that the differential 
diagnosis in the early phase is much more dif- 
ficult in the nonpenetrating than in the pene- 
trating injury. Penberthy and Reiners (261) 
concluded that no laboratory or roentgeno- 
graphic finding could substitute for frequent and 
repeated evaluation of the injured patient by an 
alert clinician. McCallum (221) held that close 
observation of the general trend of the patient’s 
course was the most important diagnostic tool. 
Clarke (63) stated that the patients with the 
most severe injuries would stand a reasonable 
chance of recovery only if surgical exploration 
were initiated early. He cautioned that the sur- 
geon cannot afford to wait until deterioration 
forces his hand, a situation that might be de- 
scribed as too little and too late. This philosophy 
of management is particularly true in the pres- 
ence of massive concealed hemorrhage. Lawson 
(189) observed the difficulty in determining 
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early whether rigidity was due to contusion, 
was due to fracture of neighboring ribs, or was 
the true protective rigidity of internal injury. 
He concluded that the presence of abdominal 
rigidity alone warranted exploratory laparotomy 
in crushing injuries. 

Surgical exploration is often diagnostic as 
well as therapeutic. It frequently will be impos- 
sible to determine the full extent of injury or 
hemorrhage other than by surgical exploration. 
Fitzgerald, Crawford, and DeBakey (100) had 
no deaths in patients subjected to laparotomy 
without intra-abdominal injury being found, 
but 3 deaths occurred from intra-abdominal 
hemorrhage when exploration was not per- 
formed because the abdominal injury was 
masked by associated head injuries. 

Generalized pain may be followed by local- 
ized pain and tenderness and/or referred pain, 
such as shoulder pain associated with dia- 
phragmatic irritation or testicular pain after 
retroperitoneal perforations, the latter finding 
having been first reported by Butler and Carl- 
son (46). 


LABORATORY EXAMINATION 


Laboratory studies are helpful only to a de- 
gree. The blood count has very little early sig- 
nificance in the determination of blood loss. 
Many investigators attach importance to leuko- 
cytosis, especially as an indication of internal 
concealed hemorrhage. Berman and his associ- 
ates (27) reported 338 cases of closed abdominal 
trauma in which they believed they could corre- 
late leukocytosis with internal hemorrhage, par- 
ticularly after rupture of the liver and spleen. It 
was their opinion that a leukocyte count of 
15,000 or more should justify suspicion of rup- 
tured solid viscera if other findings were com- 
patible with that diagnosis. This finding was 
more valuable than data on systolic blood 
pressure, serial red cell counts, and hemoglobin 
concentrations. Others, including Knopp and 
Harkins (175) and Williams and Zollinger (350), 
have not found such consistent help from the 
leukocyte count. 

Serum bilirubin and liver profile studies have 
been used in the diagnosis of delayed rupture of 
the liver or obscure injuries to the liver and ex- 
trahepatic biliary tract. Naffziger and McCorkle 
(243) reported on the value of serum amylase 
determinations as an aid in recognizing acute 
trauma to the pancreas. They found in each case 


of injury to the pancreas in which the determina- 
tion was carried out that there was an elevation 
above the maximum normal level at some time 
after the injury. 


ROENTGENOGRAPHY 


The use of roentgenography in diagnosing in- 
testinal injuries was described by Lenk in 1916, 
according to Massie (218). He observed in gun- 
shot wounds of the abdomen that there fre- 
quently was a crescentric air pocket between the 
dome of the liver and the right hemidiaphragm. 
Sperling and Rigler (315) in 1937 first diagnosed 
perforation of the duodenum into the retroperi- 
toneal space from evidence of emphysema out- 
lining the retroperitoneal viscera. Up to 1960 
only a few scattered reports of positive roent- 
genographic diagnosis of retroperitoneal rupture 
of the duodenum have been published (65, 156, 
159, 176, 188, 236, 245, 280, 315, 320, 323, 330). 

King (170) has outlined a pattern to be fol- 
lowed by the roentgenologist in diagnosing in- 
juries to the abdominal viscera, both by direct 
and indirect evidence. Positioning of the patient 
determines to some extent what information can 
be gained. Roentgenograms made with the pa- 
tient placed in the erect, supine, prone, lateral, 
or lateral decubitus position are studied sys- 
tematically to gain the following information: 
(1) The skeletal parts are checked for evidence 
of fractures or dislocations. (2) Examination of 
the soft tissues can give information concerning 
alteration of sizé, shape, or position of many 
viscera. (3) Pneumoperitoneum can be diag- 
nosed with the patient in the erect or lateral 
decubitus position. (4) Indirect evidence of rup- 
ture of solid viscera with secondary hemorrhage 
can be presumed by an increase in density in 
the region, by displacement of neighboring 
viscera, or by accumulation of fluid pockets be- 
tween the gas shadows of bowel loops. Roent- 
genographic examination does have definite 
limitations, and it may be wiser to omit routine 
studies in order to gain promptness in treatment. 
Williams and Zollinger (350) found roentgeno- 
grams to be of help in only one-third of their 
cases. Roentgenography was least helpful in in- 
jury to solid viscera, particularly the liver, the 
spleen, and the pancreas. 

Some specialized roentgenographic studies 
have been useful, including intravenous and 
retrograde pyelograms and cystograms for uri- 
nary tract injuries and examination with barium, 
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lipiodol, and the water soluble opaque media for 
internal and external fistulas. Recently intra- 
venous cholangiography has been used for the 
investigation of injuries of the liver and extra- 
hepatic biliary tract. 


OTHER DIAGNOSTIC PROCEDURES 


Diagnostic abdominal tap is a useful adjunct, 
which has become more popular during the past 
few years. Garrett (106) credits Emery in 1898 
as being the first to use diagnostic abdominal tap. 
He diagnosed a perforation of the common bile 
duct from blunt injury by aspirating bile stained 
fluid. 

Chapman, Nyhus, and Harkins (58) credit 
Salomen in 1906 as being the first to describe a 
technique in which a ureteral catheter was 
passed through a trocar. They also describe 
variations of this technique performed by other 
workers using polyethylene catheters. The safety 
of diagnostic tap has been established by experi- 
ments in which many needles were inserted 
through the abdominal walls of dogs. Generally 
the needles had not entered the intestine. Many 
investigators have described the use of this diag- 
nostic method without complications (48, 50, 58, 
139, 221, 258, 350). 

Byrne (49) reported on the use of diagnostic 
tap in 100 patients with abdominal injury. These 
patients were part of a group of 417 with blunt or 
crushing injuries. Taps were made in the four 
quadrants, using four No. 18 spinal needles. This 
procedure was reserved for the more difficult 
cases in which the injury was masked by other 
injuries, shock, or unconsciousness. Blood was 
found most frequently, although bile, intestinal 
and gastric contents, pancreatic fluid, fecal 
matter, and air were also obtained. His over-all 
accuracy with this procedure was 83 per cent. 
Henry and Vale (139) and Williams and 
Zollinger (350) have reported approximately the 
same diagnostic accuracy. The results of the pro- 
cedure may be classified as true or false positive 
and true or false negative. If a negative tap is 
obtained in a patient with suspected injuries who 
is not progressing satisfactorily, the examination 
should be repeated. 

Nasogastric intubation and catheterization of 
the urinary bladder have been useful as diag- 
nostic as well as therapeutic measures. Blood in 
the gastric contents may help decide for surgical 
exploration. Blood in the urine can signify injury 
to the kidneys, ureters, bladder, or urethra and 


requires further investigation. The digital rectal 
examination after abdominal blunt trauma has 
limited value, but may be useful in an occasional 
difficult case. 


INJURIES TO SOLID VISCERA 


The manifestations of blunt trauma to the 
solid viscera, including the spleen, liver, kidneys, 
and pancreas, are essentially those associated 
with internal hemorrhage. The manifestations of 
pancreatic injuries are a possible exception. Al- 
though the solid viscera are in relatively pro- 
tected positions, they sustain such injuries as 
contusion, lacerations, and ruptures more fre- 
quently than do hollow viscera. This has been 
explained on the basis of the more fixed attach- 
ments of the solid viscera. 


SPLEEN 


A method of assassination used by the ancient 
Chinese was to strike a sharp blow over the 
region of the spleen (326). Reference is found in 
the Talmud to destruction or removal of the 
spleen in Egyptian runners to increase their en- 
durance (31, 54, 269). Pliny in his Historia 
Naturalis also recorded this fact and stated that 
cauterization to the splenic region was the pro- 
cedure used, according to Carstens (54) and 
Pugh (269). 

Most references attribute the first successful 
splenectomy to Rieguer in 1892, but apparently 
Zaccarelli, an Italian surgeon, was the first to 
report a successful splenectomy in 1549 (54, 126, 
269, 326). Knopp and Harkins (175) state that 
the first case of rupture of the spleen was re- 
ported by Celsus in the Fifteenth Century, but 
that he made no mention of operation. Carstens 
(54) reported that Malpighi, in 1669, ligated the 
blood supply to the dog’s spleen without dele- 
terious results, proving that the spleen was not 
essential to life. According to Pugh (269), Adel- 
man had verified 15 splenectomies by 1856. By 
1950 there had been reported more than 1,000 
cases of ruptured spleen (175). Hall (126) gives 
credit to Powell of Newport, Kentucky as being 
the first in America to have performed a success- 
ful splenectomy for trauma in 1826. 

Terry, Self, and Howard (326) state that sple- 
norrhaphy was first used by LaMarchia in 1896. 
He reinforced his suture line with omentum. The 
mortality rate by this method was never accu- 
rately determined, but has been estimated to be 
between 25 and 50 per cent. Tamponade also 
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was practiced about the turn of the century with 
moderate success (326). 

Incidence. The incidence has been reported to 
be between 30 and 40 per cent (12, 326, 353, 
356) of the injuries involving the abdominal 
viscera. Knopp and Harkins (175) reported an 
incidence of 47.6 per cent. From the days of the 
horse and buggy to the jet age, surface transpor- 
tation has been responsible for the largest num- 
ber of these injuries. Today the automobile 
accounts for more than half of them. 

According to Robitshek (277), the youngest 
patient on record with this injury was a newborn 
who fell to the floor in precipitate labor. Splenic 
injuries are considered uncommon in pediatric 
and geriatric patients. Scott and Bowman (299) 
reported only 7 cases in a large children’s hos- 
pital in a period of 15 years. Beekman (21) in 
1929 reported that splenic injuries were rela- 
tively rare in children and suggested conserva- 
tive nonoperative management in this age group. 
However, Wright and Prigot (353) in 1939 found 
30 per cent of the patients in their series to be less 
than 10 years old, and Connors (67) in 1928 
found 36 per cent of his patients to be in this age 
group. Terry, Self, and Howard (326) stated 
that the peak incidence was in the third decade. 

Diagnosis. A history of injury followed by ab- 
dominal pain predominant in the left upper 
quadrant which is associated with vertigo, 
nausea or vomiting, left shoulder pain, and syn- 
cope is significant. The positive physical findings 
in order of their frequency are muscular rigidity 
or guarding; tenderness, which may be localized 
to the region of the spleen or generalized; hypo- 
tension; tachycardia; restlessness; ileus; and ab- 
dominal distention. 

A decreased red cell count, low hematocrit, 
leukocytosis, usually of more than 15,000 per 
cubic millimeter, roentgenographic findings of 
fractures of the left lower ribs, gastric displace- 
ment, loss of splenic outline, splinting or eleva- 
tion of left hemidiaphragm, and positive abdom- 
inal tap for blood are all important diagnostic 
aids. Wang and Robbins (339) reviewed 33 
cases of ruptured spleen in which adequate 
roentgenographic evidence was available. They 
thought that complete or partial loss of the 
splenic shadow and secondary evidence of dis- 
placement of the adjacent stomach, colon, and 
diaphragm were the most important and helpful 
diagnostic signs. Of this group only 27 per cent 
has evidence of fractures of the lower left ribs. 


TABLE I.—MORTALITY RATES AFTER TRAUMATIC 
RUPTURE OF SPLEEN 


Total Operative 
No. of mortality mortality 


Author Year cases Percent Percent 
Bessel-Hagen (326)........ 1900 37 46 46 
| 1908 138 38 38 
Michelsson (281)......... 1913 298 — 33.2 
CL) eee 1922 37 46 46 
Robitshek (277).......... 1923 124 21.7 — 
Connors (67)............. 1928 25 40 40 
McIndoe (226)........... 1932 46 37 27 
Wright and Prigot (353)... 1939 30 43 27 
Rousselot and Illyne (281). 1941 17 29 29 
Roettig et al. (278)........ 1943 22 32 7 
DG. ) See 1950 =101 17 17 
Mayo Clinic (319)........ 1950 22 18 14 
Larghero and Guiria (186). 1951 18 6 6 
Terry et al. (326).......... 1956 102 24 17 
Bollinger and Fowler (33).. 1956 24 16.6 4.8 


Classification. Two systems of classification have 
been described. Blocker (30) in 1939 classified 
traumatic rupture according to the degree of 
injury or the specific pathologic changes involved 
as follows: (1) minor capsular tears and con- 
tusions, (2) intrasplenic and subcapsular hema- 
tomas, (3) deep pulp and capsular lacerations, 
and (4) complete severance of splenic pedicle or 
avulsion of large pieces of splenic tissue. 

Zabinski and Harkins’ classification (356) is 
related to the set of circumstances under which 
rupture occurred: (1) spontaneous rupture of 
normal spleen, (2) spontaneous rupture of dis- 
eased spleen, (3) traumatic rupture of normal 
spleen, (4) traumatic rupture of diseased spleen, 
(5) delayed rupture of normal spleen, and (6) 
delayed rupture of diseased spleen. 

Terry, Self, and Howard (326) found that in 
more than two-thirds of their cases there were 
associated injuries, the most frequent being chest 
injury, fractures of the extremities, and head 
injuries, in that order. They showed that as the 
complexity and magnitude of associated injuries 
increased, there was a marked rise in the mor- 
tality rate. 

Treatment. The only acceptable treatment for 
splenic injury is splenectomy. Nonoperative 
treatment was recognized early to carry a very 
high mortality rate (326). According to Rous- 
selot and Illyne (281), Berger reported in 1902 
220 cases in which no operation was performed, 
with a mortality rate of 92.3 per cent; Watkins 
reported 100 per cent; Lewerenge, 85 per cent; 
and Connors, 100 per cent. 

The over-all mortality rate from reported 
series remains about 20 per cent. The operative 
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mortality rate is about 10 per cent; however, if 
splenic injury alone without associated injuries 
is considered, the operative mortality rate should 
be under 5 per cent according to McLaughlin 
(228). The mortality rate in a number of series 
reported from 1900 to 1956 is given in Table I. 
A decrease in operative mortality from 46 per 
cent to 4.8 per cent is shown. 

Delayed rupture. Terry and associates (326) 
credit Baudet in 1902 as being the first to de- 
scribe a quiescent interval between the initial 
injury and the appearance of symptoms of in- 
ternal hemorrhage. The interval is known as the 
“latent period of Baudet.”? McIndoe (226) in 
1932 collected 46 cases of delayed rupture. He 
established the time interval of 48 hours as nec- 
essary to classify an injury as delayed rupture. 
By 1942 Zabinski and Harkins (356) had col- 
lected up to 177 cases from the literature and 
presented the following theories on the patho- 
genesis of this latent period: (1) temporary 
hemostasis produced by shock; (2) theory of 
subcapsular hematoma (Demoulin); (3) hema- 
toma under tension; (4) formation of clot at the 
laceration (Werthmann); (5) tamponade by 
colon, stomach, or adhesions (Ondard and 
Guichard); (6) tamponade by omentum (Mann- 
heim, Routier, Nast-Korb); (7) theory of peri- 
splenic hematoma (Delauney, McIndoe); and 
(8) the theory of the threshold of hemorrhage 
(Laporte). 

The longest interval in McIndoe’s (226) col- 
lection was 6 months; Zabinski and Harkins 
(356) reported a case with delayed hemorrhage 
2 years after initial trauma. Terry, Self and 
Howard (326) in their review found that in 50 
per cent of the cases the latent period is less than 
1 week and in 75 per cent it is less than 2 weeks. 
The percentage of delayed splenic rupture has 
varied from 14 per cent to 33 per cent, averaging 
approximately one out of every five ruptured 
spleens (33). The mortality rate for surgical 
treatment of delayed rupture is about the same 
as that for acute ruptures (356). 

Complications and sequelae. Hartman (134) re- 
ported that Zambecarri in 1680 observed nod- 
ular formations in the peritoneal cavity after 
experimental splenectomy but failed to associate 
these with the spleen. According to Hartman 
Griffini and Tizzoni noted in 1883 that partial 
splenectomy in dogs was followed by spleenlike 
nodules over the peritoneal surfaces. Albrecht 
in 1896 reported the first case of numerous 


splenic nodules at autopsy, referring to them as 
accessory spleens according to Hamrick and 
Bush (128). Storsteen and ReMine (319) stated 
that Von Kuttner in 1910 first reported multiple 
splenic nodules at autopsy in a patient 4 years 
after splenectomy for ruptured spleen. The 
*‘splenoid”’ theory was proposed by Von Stuben- 
rauch in 1912, according to Gill (114). This 
theory proposed that the removal of the spleen 
caused the development of nodules resembling 
splenic tissue from undifferentiated cells of the 
peritoneum. Faltin in 1911 had suggested that 
these nodules were actually implants, according 
to Hartman (134). Buchbinder and Lipkoff (38) 
in 1939 coined the term “‘splenosis” to describe 
this unusual entity. Up to 1953 only 26 cases of 
this condition had been reported (326). This is 
quite understandable when one considers that 
90 to 95 per cent of the patients die after the 
spleen has ruptured unless splenectomy is per- 
formed (128). 

Traumatic cysts occasionally follow incom- 
plete rupture of the spleen. Approximately one- 
fourth of a series of splenic cysts reported by 
Fowler (103) were traumatic in origin. 


LIVER 


Beck (17) credited Bruns in 1870 as being the 
first surgeon to have operated successfully upon 
a laceration of the liver. Elder, in 1887, collected 
543 liver injuries managed by nonoperative 
treatment, reporting a mortality rate of 66.8 per 
cent, according to Sparkman (312). The most 
complete review of rupture of the liver due to 
blunt trauma was reported by Mikesky, Howard, 
and DeBakey (233). Their reported series of 596 
cases up to 1955 had a total mortality rate of 67 
per cent. Glenn (116) expressed the prognosis of 
this injury in the following manner: “One-third 
will die at the site of the accident, one-third will 
die within 6 hours, and one-third will survive.” 
It would seem without closer analysis that in 
spite of all the improvements—rapid transpor- 
tation, early operation, availability of adequate 
blood, antibiotics, and the modern physiologic 
approach in anesthesia, surgery, and postopera- 
tive management—the mortality rate for rup- 
ture of the liver has not improved in the last 70 
years. Unquestionably, the mortality rate for all 
liver injuries has been reduced during this pe- 
riod, but unless early control of hemorrhage is 
instituted before exsanguination or irreversible 
shock, our present advantages are lost. 
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Etiology and classification. Rupture of the liver 
is caused by direct and indirect forces. Most 
frequently the direct injury is associated with 
automobile accidents. Blows, falls, and crushing 
forces are the other forms of direct injury. The 
damage to the liver from direct violence is in the 
form of stellate bursts. Indirect or contrecoup 
injuries may be caused by falls from a height, 
the patient landing upon the feet or the buttocks. 
The injury consists of bursts in the sagittal plane, 
occasionally with separation of fragments. 

Tears are more frequent in the right than in 
the left lobe and in the superior than the inferior 
surface. Kerr, Mersh, and Gould (169) have 
classified rupture into three types: (1) rupture 
through capsule into parenchyma, (2) subcap- 
sular hematoma, and (3) central ruptures. 

Diagnosis. The physical findings are shock sec- 
ondary to hemorrhage, abdominal pain and 
tenderness, rigidity, and intestinal ileus. Pain is 
increased by deep inspiration and may radiate 
to the right shoulder. Bile leakage will cause 
peritoneal irritation. The degree of shock is the 
best index of the extent of liver damage. Delayed 
hemorrhage does occur after initial recovery but 
not as frequently as with splenic injuries. 

Treatment. Effective management requires the 
correct diagnosis of the injury and any associated 
injuries threatening life, such as respiratory ob- 
struction, cardiac tamponade, or exsanguination. 
Evaluation should be rapid but thorough. Blood 
should be available in large quantities and rapid 
replacement started. Anesthesia should be endo- 
tracheal for safest relaxation and prevention of 
aspiration. 

If hemorrhage is uncontrollable and massive, 
Pringle’s maneuver is useful for temporary con- 
trol. The index finger of the left hand is inserted 
into the foramen of Winslow and the hepatic ves- 
sels are compressed between the index finger and 
thumb. The bleeding area can be cleared and, by 
intermittent release of the blood supply, bleed- 
ing vessels can be isolated and individually 
ligated. Fitzgerald, Crawford, and DeBakey 
(100) have suggested that when hemorrhage 
cannot be controlled the aorta can be tempo- 
rarily clamped at the level of the diaphragm. 
They have found this procedure safe for up to 
30 minutes if the blood pressure is normal. In 
the presence of shock, they recommend tempo- 
rary release every 15 minutes. 

Severely pulped or fragmented areas of the 
liver can be excised and hemostatic sutures 


placed. Temporary gauze packing can be placed 
in deep stellate ruptures and replaced by hemo- 
static sponge material such as oxycel or gelfoam 
as hemorrhage subsides. Before absorptive hemo- 
static agents became available, it was necessary 
to tamponade deep wounds with gauze. This 
procedure was associated with prolonged hos- 
pitalization and predisposed the patient to sec- 
ondary hemorrhage and infection. Boljarski 
found that patients whose wounds were tam- 
ponaded had an average postoperative hospital 
stay of 60 days, according to Deaver and Ash- 
hurst (76). Sparkman (312) reports that tam- 
ponade of liver wounds fell into disfavor during 
World War II. 

Foreign bodies and devitalized tissue are re- 
moved from the peritoneal cavity. Associated 
intraperitoneal injuries are corrected. Ruptures 
of the diaphragm are repaired to prevent biliary 
fistula into the thorax. External drainage is insti- 
tuted for removal of bile, blood, slough, or post- 
operative infection. Large and numerous drains 
are placed in the subphrenic and subhepatic 
spaces. 

Complications. The complications of liver in- 
juries are secondary hemorrhage, necrosis of the 
damaged liver with sloughing, infection, biliary 


fistulas, malnutrition, pulmonary and cardiac 
complications, the hepatorenal syndrome, and 
wound infection or disruption. 


PANCREAS 


Injuries to the pancreas are uncommon be- 
cause of its protected position. It has been ob- 
served that blunt injuries to the pancreas are 
rarely isolated, because any force severe enough 
to injure the pancreas will usually cause injury 
to other viscera in the vicinity. 

The number of reported cases of blunt trauma 
to the pancreas is small as compared to the num- 
ber of cases of injury to other viscera. The first 
reported case of blunt trauma to the pancreas 
appeared in the St. Thomas Hospital Report in 
1827 (331). An intoxicated woman was struck 
by a stage coach and lived but a few hours. At 
autopsy the pancreas was found to have been 
completely severed and there was an associated 
rupture of the liver. 

Mikulicz in 1903 collected 24 cases of subcu- 
taneous pancreatic injuries, according to Main- 
got (210). Thirteen of these patients were treated 
nonoperatively and all died. Eleven of them were 
treated by operation and drainage with 7 re- 
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coveries. Stern (316) refers to Garré in 1905 as 
having collected 30 cases with only 8 isolated 
injuries. The mortality rate of this series was 90 
per cent. He also credits Garré with the first re- 
ported cure, achieved by suture of the ruptured 
pancreas. Maingot (210) describes in his text- 
book a collective review by Mocquot and Con- 
stantine in 1923 of only 30 cases of isolated pan- 
creatic injuries from blunt trauma. Twenty-one 
of these patients were treated surgically and 16 
recovered. Nine were not operated upon and all 
of them died. 

Etiology. Schmieden and Sebening (295) found 
only 62 of 2,137 collected cases of acute pan- 
creatitis were traumatic. Becker (18) reported 
an incidence of traumatic pancreatitis of 5 per 
cent. Kinnaird (172) found 45 cases resulting 
from blunt trauma in 1,973 cases of acute pan- 
creatitis, an incidence of 2.3 per cent. 

Diagnosis. There are no classical signs or symp- 
toms. The early clinical picture is often that of 
shock; later it may be that of internal hemor- 
rhage, peritoneal irritation, or even generalized 
peritonitis. Wright, Prigot, and Hill (355) quote 
Moynihan as having stated that no other con- 
dition produces such agony and profound col- 
lapse. Maingot (210) observed that after recov- 
ery from the initial shock the patient would 
complain of intense epigastric pain. Wright, 
Prigot, and Hill (355) emphasized that signifi- 
cant injury could be present despite the absence 
of any dramatic symptoms. Warren (341) noted 
that a prominent feature of this injury was delay 
of the appearance of severe symptoms. Zollinger 
and Boles (357) concluded that the symptoms 
often were indefinite and obscured by associated 
injuries. Because of this fact they pointed out 
that the diagnosis would be missed unless it was 
kept in mind, and they suggested that frequent 
determinations of the serum amylase level be 
made. Naffziger and McCorkle (243) found ele- 
vation of the serum amylase level in every case 
of pancreatic injury in which the test was per- 
formed. They considered the test a valuable 
diagnostic aid. Roentgenographic and other lab- 
oratory procedures are of little help except in the 
diagnosis of associated injuries. 

Treatment. The method of treatment will de- 
pend on the degree of injury and the diagnostic 
astuteness of the surgeon. Mild traumatic pan- 
creatitis alone without complications is best 
treated conservatively by gastric decompression, 
analgesics, splanchnic blocks, and the correction 


of any fluid, electrolytic, or blood volume deficit, 
Disturbances of the glucose metabolism or hypo. 
calcemia should be detected and treated. Popper 
and Necheles (267) showed experimentally in 
the dog that severe injuries to the pancreas were 
followed by an inhibition of pancreatic secretion 
which was very resistive to stimulation for the 
first few days. They found that transection of the 
main pancreatic duct, cutting into the pancreas, 
or extrinsic crushing of the pancreas was not 
followed by fat necrosis if the dogs had been 
starved before and immediately afterward. The 
omentum plugged any open duct or tear and 
prevented leakage when the pancreatic secretory 
pressure was normal. However, if after the first 
few days the pancreatic secretion was sufficiently 
stimulated by feeding or the administration of 
cholinergic drugs, plugging was prevented and 
there was leakage of secretion through the site of 
injury into the peritoneal cavity. 

Rupture of the pancreas combined with an 
associated injury, such as a ruptured hollow 
viscus, constitutes a surgical emergency. Under 
such circumstances the patient will require in- 
tense treatment for shock, closure of intestinal 
perforations, and establishment of drainage. For 
severe wounds of the body or tail of the pancreas 
with transection of the main ducts, distal pan- 
createctomy with splenectomy may be neces- 
sary (122). 

Complications and sequelae. ‘The complications 
of pancreatic injuries are many and associated 
with prolonged morbidity or even late mortality. 
The onset of complications may be early, within 
a few hours after injury, or late, months or years 
after the trauma. Listed in the most probable 
sequence they are: (1) delayed massive hemor- 
rhage, (2) acute pancreatitis and fat necrosis, 
(3) hypocalcemic tetany or psychosis, (4) sepsis 
and multiple abscesses, (5) subdiaphragmatic 
abscess, (6) internal or external pancreatic 
fistulas, (7) pseudocyst due to collection of secre- 
tions in the lesser omental bursa, (8) chronic re- 
lapsing pancreatitis due to extensive scarring and 
fibrosis, with secondary (9) diabetes, (10) steator- 
rhea, or (11) pancreatic calcification. It is ob- 
vious that such complications and sequelae will 
necessitate prolonged treatment and require 
multiple operative procedures. 


KIDNEYS 


There are two factors that protect the kidneys 
from injury. One is their deep position, and the 
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second is their mobility. During the past half 
century an increase in renal trauma has paral- 
leled an increase in motor transportation and in 
industrial accidents. Athletics have also been 
responsible for a large number of kidney injuries. 

Etiology and classification. Injuries to the kidney 
can result from direct trauma such as kicks, 
blows, and falls upon the back, or indirect 
trauma, a contrecoup mechanism. Sargent and 
Marquardt (290) believe these injuries are best 
classified into three groups according to the 
pathologic changes: group 1—contused kidney 
with or without minor parenchymal fractures; 
group 2—major parenchymal fracture often with 
extravasation of urine and perirenal hematoma; 
and group 3—fragmentation or pulpefaction of 
the parenchyma. 

A diseased kidney is much more susceptible to 
injury than a nondiseased kidney. Spontaneous, 
nontraumatic rupture has been described but, 
as is true of spontaneous rupture of the spleen, 
it is rare. Most spontaneous ruptures are prob- 
ably cases of delayed rupture in which the injury 
seemed trivial and was forgotten (290). 

Diagnosis. Pain, tenderness, hematuria, and a 
history of trauma are the basic evidence in estab- 
lishing a diagnosis. In many cases the diagnosis 
will be clouded by associated injuries to other 
viscera or fractures of the vertebrae or pelvis. In 
severe injuries shock will be present, the degree 
determined by the extent of injury and hemor- 
rhage. Hematuria is present in from 80 to 95 
per cent of the cases. The absence of hematuria 
may be explained by (1) the collecting tubules 
becoming plugged and failing to drain red cells 
into the urine, (2) plugging of the ureter by clots, 
(3) complete severance of the ureter, or (4) lacer- 
ation of the renal pelvis with extravasation. 
Marked secondary hemorrhage has been known 
to occur as a result of necrosis and secondary in- 
fections (254). 

Muscular rigidity, spasm of a psoas muscle, 
flank swelling, or a palpable mass should further 
suggest the diagnosis. Confirming evidence will 
be established by the following additional diag- 
nostic procedures: (1) urinalysis, (2) roentgen- 
ography for evidence of fracture of the ribs or 
the transverse processes and a distorted or 
blurred renal shadow, (3) intravenous pyelog- 
raphy, and (4) cystoscopy and retrograde pye- 
lography. 

Treatment. The method of treatment—expec- 
tant or operative—will depend upon the severity 


of the injury, the condition of the patient, and 
the associated injuries. Lowsley and Kirwin 
(202) report that there are more and more ef- 
forts to conserve traumatized kidneys with in- 
creasing success. Osgood and Campbell (254) 
refer to Suter’s series of 701 cases, in which 427 
injuries were treated expectantly with a 20.6 per 
cent mortality rate. The operative mortality rate 
was 18.6 per cent. 

Lowsley and Kirwin (202) state that if there 
are no signs of extensive hemorrhage or shock, 
and the intravenous pyelogram reveals no ex- 
travasation, expectant treatment is indicated. 
They suggest surgical exploration if shock is 
severe, if after moderately severe injury hema- 
turia persists longer than 24 hours, or if swelling 
and tenderness persist even without hematuria. 
If nephrectomy becomes necessary because of 
fragmentation, disruption of blood supply, or 
uncontrollable hemorrhage, the function of the 
other kidney must be established (122). 

Reiser (272) reported the cases of 4 patients 
in whom posttraumatic hypertension developed 
from a group of 132 with injuries to the kidney. 
All 4 patients were known to have been normo- 
tensive before their injury. An autopsy of 1 of 
the patients who succumbed to the hypertensive 
disease revealed a unilateral small contracted 
kidney on the injured side. Other investigators 
have reported this same finding. The sequelae 
of renal trauma are, in addition to hypertension, 
chronic infection, impairment of function, 
hydronephrosis, renal cysts, and persistent al- 
buminuria and hematuria. 


UTERUS 


Rupture of the nonpregnant uterus due to 
nonpenetrating trauma is such a rarity that there 
is no mention of it in textbooks and journals. 
Rupture of the pregnant uterus due to blunt 
trauma is very rare but has been recorded. 
Lazard and Kliman (190) reviewed the litera- 
ture up to 1936 and found only 41 reported 
cases. Morrison and Douglass (240) reviewed 
the records of the University of Maryland Hos- 
pital, Baltimore, and the Baltimore City Hos- 
pital from 1920 to 1943 and were able to find 
only 1 such case. McClure (222) was unable to 
find a single case in the records of the Grady 
Memorial Hospital, Atlanta, Georgia from 1944 
to 1954. 

Diagnosis. The signs and symptoms are those 
of abrupt and massive intraperitoneal hemor- 
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rhage. Shock is almost immediate; signs of pro- 
gressive and exsanguinating hemorrhage soon 
follow. Associated with these findings are ab- 
dominal pain and tenderness, distention, ileus, 
and absence of fetal heart sounds and fetal 
movement. 

Treatment. The situation is critical. Abdominal 
aspiration should be performed as soon as the 
condition is suspected. Because of the tremen- 
dous vascularity of the pregnant uterus, the pa- 
tient will die of exsanguination or irreversible 
shock in a short time, unless immediate and effi- 
cient blood volume replacement and surgical 
control of the hemorrhage are instituted. The 
degree of shock and the possibility of recovery 
depend not only on the time interval between 
injury and treatment, but also on the extent of 
the uterine laceration. With a true rupture and 
extrusion of the fetus and placenta into the peri- 
toneal cavity, the mortality rate will be ex- 
tremely high. In fact, a majority of such patients 
will not reach the hospital alive. 

The treatment of choice is evacuation of the 
uterus, closure of the disruption, and thorough 
peritoneal toilet with removal of blood, blood 
clots, and any foreign tissue fragments. 


InjuRIES TO HoLLow VISCERA 


The manifestations of blunt trauma to the 
hollow viscera—gastrointestinal tract, extra- 
hepatic biliary tract, and extrarenal urinary 
tract—are essentially those that are associated 
with peritoneal irritation, progressing to regional 
and generalized peritonitis. Although these 
structures occupy the greater proportion of the 
area in the peritoneal cavity, they sustain from 
trauma such lesions as contusions, lacerations, 
and ruptures less frequently than do the solid 
viscera. This finding can best be explained by 
the facts that (1) since their attachments are less 
fixed, these organs have a greater mobility and 
(2) since their walls are collapsible, they can 
absorb greater compressive forces without serious 
injury. 

GASTROINTESTINAL TRACT 


Aristotle was aware that rupture of the in- 
testines could occur from nonpenetrating injury 
to the abdominal wall, according to Vance (335). 
Poer and Woliver (265) credit Sacherus in 1720 
with the first successful operation for rupture of 
the intestines and Rambdohr in 1730 with the 
first successful anastomosis in repairing a com- 


plete division of the gut. Makins (211), however, 
gives credit to Croft in 1889 as having been the 
first to have sutured a perforation of the bowel 
successfully. Samuel Annan (8) of Baltimore in 
1837 apparently reported the first case of rup- 
ture of the intestine in America. The first large 
collective review was by Counseller and McCor- 
mack (73) who collected 1,313 cases up to 1935. 
Poer and Woliver (265) added 163 cases between 
1935 and 1942. Bosworth (34) collected an addi- 
tional 81 cases between 1942 and 1948. 

Etiology. Wilensky and Kaufman (348) state 
that Longuet in 1875 was the first to study the 
pathogenesis of bowel rupture experimentally. 
Performing experiments on cadavers, he con- 
cluded that crushing of an intestinal loop be- 
tween the applied force and the vertebral column 
and bony pelvis was the most frequent mecha- 
nism. Vance (335) credits Moty in 1890 as being 
the first to distinguish between three different 
modes of rupture: (1) by bursting, (2) by tear- 
ing, and (3) by crushing. According to Wilensky 
and Kaufman (348), Bunge proposed in 1904 
that increased intraperitoneal pressure produced 
by indirect force could not cause intestinal rup- 
ture since the pressure would be transmitted 
equally to all parts of the abdomen. He made 
an exception for intestines within hernias. In 
these cases the intestine was not surrounded by 
intraperitoneal pressure and rupture might 
occur. Haim in 1910, according to Wilensky 
and Kaufman (348), showed that Bunge had 
erred in reasoning that the peritoneal space is a 
cavity with constant equal pressures. The peri- 
toneal cavity is a potential space and has no 
pressure of its own. Therefore, Haim reasoned 
that intra-abdominal pressure is endovisceral 
pressure. Intestines can be ruptured within her- 
nial sacs by too vigorous attempts to reduce the 
contents, thereby raising the endovisceral pres- 
sure above bursting pressure. 

Counseller and McCormack (73) in their re- 
view of 1,313 cases found approximately 80 per 
cent of these injuries occurred between the 
duodenojejunal junction and the terminal ileum, 
and approximately 10 per cent each in the 
duodenum and large intestine. Cohn, Haw- 
thorn, and Froebese (65) refer to Schumacher 
in 1910 as having collected the first large group 
of duodenal injuries; they reported approximate- 
ly 25 per cent of these as retroperitoneal. They 
found only 24 reported cases of retroperitoneal 
duodenal rupture, and until 1956 only 128 cases 
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had been reported. Subcutaneous ruptures of the 
stomach are even more unusual. Glossman (117) 
in 1929 reviewed the literature and collected 
only 54 cases. 

Diagnosis. Early diagnosis is difficult because 
of associated injuries and shock. The late diag- 
nosis is very easy—generalized peritonitis and 
bacterial shock. Delay is fatal, and the best solu- 
tion is to explore when the injury is suspected 
although not definitely confirmed. 

The history is the most important aid to the 
diagnosis. The trauma most often is severe and 
is followed by sudden, severe, generalized pain. 
Later there may be a short pain-free interval, 
followed by a return of increasingly severe pain, 
tenderness, distention, nausea, and vomiting. 
Shock may appear early or be delayed. No signs 
are pathognomonic. Fever and leukocytosis may 
or may not be present. Butler and Carlson (46) 
reported pain in the testicles as a symptom of 
retroperitoneal duodenal rupture. Pain referred 
to the shoulders, the chest, and the back has fre- 
quently been associated with intraperitoneal 
perforation. 

Roentgenograms are helpful and often diag- 
nostic, but the absence of free air under the dia- 
phragm does not rule out perforation. Traumatic 
retroperitoneal rupture of the duodenum has 
rarely been diagnosed by roentgenography. 
Sperling and Rigler (315) in 1937 reported what 
is believed to be the first case diagnosed by 
roentgenography. Their diagnosis was based 
upon finding a large accumulation of gas about 
the right kidney, but conservative treatment was 
used and followed by recovery which makes the 
diagnosis somewhat questionable even though a 
later gastrointestinal series revealed duodenal 
irregularities. 

Treatment. Curtis (75), as early as 1887, recog- 
nized the value of early surgical intervention. 
Berry and Guiseppi (29) in 1908 reported that 
the mortality rate was over 90 per cent if opera- 
tion was delayed for more than 12 hours. 

Many gastrointestinal perforations have been 
overlooked at operation because of superficial 
observation, inadequate exposure, and lack of 
persistence on the part of the surgeon. The per- 
centage of missed lesions of the duodenum, espe- 
cially retroperitoneal lesions and those of the 
third and fourth portions, has been reported 
to be as high as from 33 per cent to 50 per cent 
in collective series by Hinton (142). Because of 
this fact and the difficulty in establishing an 


early diagnosis, Lauritzen (188) found the cure 
rate for retroperitoneal perforations up to 1943 
to be only 31.7 per cent. 

The surgical attack for all suspected lesions 
should be based on the following plan: (1) There 
must be prompt institution of treatment for 
shock, hemorrhage, and fluid and electrolyte 
imbalance and relief of any associated injury 
producing respiratory obstruction or cardio- 
vascular collapse. (2) An early diagnosis is essen- 
tial, but valuable time should not be spent per- 
forming routine roentgenographic and labora- 
tory studies. (3) Operation should not be de- 
layed if the diagnosis is fairly evident. Mortality 
rates for exploratory laparotomies without posi- 
tive findings are much lower than for late ex- 
plorations with complications already present. 
Possibly the greatest danger to be on guard 
against is the tendency to ignore the abdominal 
findings in the presence of head, chest, or skeletal 
injuries. (4) The exploration should be systematic 
and complete and the exposure adequate, the 
duodenum or intestines being mobilized as nec- 
essary. The defects should be meticulously re- 
paired, excised, or exteriorized as indicated. 

Complications. In addition to the ordinary com- 
plications that may follow abdominal trauma, 
some less frequent complications are a result of 
injury to the mesentery. McCune, Keshishian, 
and Blades (224) credit Kojeff in 1932 as being 
the first to report a case of thrombosis of the 
superior mesenteric vein after abdominal con- 
tusion. Wangensteen (340) reported intestinal 
infarction due to mesenteric thrombosis after a 
crushing injury. McCune, Keshishian, and 
Blades (224) present the theory of trauma caus- 
ing mesenteric thrombosis that was originally 
suggested by Moolten and his associates. Nor- 
mally, platelets do not tend to adhere to the 
endothelium of normal vessels, but after injury 
platelets will adhere at the site of trauma be- 
cause of the liberation of thrombin. 

Long tears of the mesentery or hemorrhage 
into the leaf of the mesentery have been a cause 
of compromise of the blood supply to the in- 
testine resulting in late gangrene, according to 
Migliaccio and Bowen (231). 

Mortality. The mortality rate is closely related 
to the time interval between injury and opera- 
tion and the magnitude of the associated injuries. 
Geoghegan, Gordon, and Brush (112) have re- 
ported that the mortality rate jumped from 14 
per cent for those operated upon within less than 





320 International Abstracts of Surgery - April 1961 


12 hours to 66 per cent for those operated upon 
after 12 hours. In Counseller and McCormack’s 
series (73) of 1,313 cases from 1889 to 1935 there 
was an operative mortality of 60.7 per cent and 
a total mortality rate of 73.4 per cent. With the 
exception of retroperitoneal duodenal ruptures, 
which still carry a mortality of from 20 to 50 per 
cent, according to Stransky (320), intestinal in- 
juries should have a prognosis of 90 per cent or 
better recovery rate if treatment and operation 
are instituted promptly. 


EXTRAHEPATIC BILIARY TRACT 


Lewerenz in 1903 reported 63 cases of com- 
bined injuries of the liver, gallbladder, or bile 
ducts, according to Deaver and Ashurst (76). 
The next collected series, according to Long 
(200), was that of Rudberg in 1921, who reported 
41 cases of rupture of the bile ducts due to blunt 
trauma. Lewis (194) by 1938 had added 7 cases. 
The reports since 1938 have been few and scat- 
tered. Norgore (246) in 1946 found in the litera- 
ture only 32 cases of nonpenetrating rupture of 
the gallbladder. The earliest case reported was 
in 1388. He credits Bullinger in 1898 with the 
first successful operation for this condition. Smith 
and Hastings (311) reported in 1954 that every 
patient operated upon for nonpenetrating rup- 
ture of the gallbladder after 1898 had survived 
and that no patient had survived without opera- 
tion. 

Diagnosis. The early signs are those of localized 
peritoneal irritation with ileus, generalized ab- 
dominal pain, tenderness, distention, and ascites 
developing later. A diagnostic tap yields bile 
stained fluid when ascites has developed. Jaun- 
dice appears late and is associated with acholic 
stools. 

There has been considerable experimentation 
to determine the cause of the toxicity of bile in 
the peritoneal cavity. Three basic theories have 
been proposed: (1) Toxic effects of bile are due 
to its components: bile salts and acids. (2) 
Sterile bile itself is harmless; it is harmful if it 
becomes infected, especially with Clostridium 
welchii. (3) Toxic effects are produced by shock 
from loss of circulating fluid into the peritoneal 
space. 

The work of Wangensteen in 1926 led to the 
belief that death in these cases was due to 
cholemia from absorption of bile salts, as reported 
by Douglas and Turner (84). Horrall and Carl- 
son (149) concluded: (a) Bile is toxic when in- 


jected either intraperitoneally, subcutaneously, 
or intravenously; (b) toxicity of bile is not mod- 
ified by boiling or freezing or by the presence of 
bacteria; (c) bilirubin is nontoxic; (d) pure 
bile acids are nontoxic because of insolubility; 
and (e) the cholate salts of bile acids, such as 
sodium glycocholate and sodium taurocholate, 
are toxic and lethal in large doses. 

The bacterial theory was supported by Rew- 
bridge in 1931 and by Mentzer in 1934, accord- 
ing to Douglas and Turner (84). Their findings 
indicated that death was caused by bacterial 
peritonitis comparable to that found after un- 
treated perforated peptic ulcer, with the bac- 
terial peritonitis following chemical peritonitis. 

Harkins, Harmon, and Hudson in 1936 (130) 
and Moon and Morgan (238), also in 1936, in- 
dependently expressed essentially the same the- 
ory: that bile or its salts caused acute injury to 
the walls of the capillaries and venules resulting 
in atony and increased permeability of the ves- 
sels. The escape of large amounts of plasma into 
the peritoneal cavity caused hemoconcentration, 
decrease in circulating volume, and fall in blood 
pressure. This theory is the most generally ac- 
cepted one today. 

Treatment. The work of Harkins, Harmon, and 
Hudson (130) and Moon and Morgan (238) has 
set the pattern for management: (1) replace the 
fluid and electrolyte losses, (2) perform opera- 
tion to remove chemical irritants, repair the 
defect in the biliary system, and drain the region 
of injury, and (3) establish intestinal decom- 
pression, give proper antibiotics, institute blood 
volume replacement, and maintain cardiovas- 
cular support until the physiologic processes 
have returned to normal. 


EXTRARENAL URINARY TRACT 


Injuries to the ureters occur most frequently 
as a result of penetrative and operative wounds. 
Although the ureters may be traumatized by 
crushing, tears or disruption by this mechanism 
are exceptionally rare. 

Injuries to the urinary bladder by blunt 
trauma are frequent. The predisposing factor is 
overdistention from any cause, often from alco- 
holism or diseases of the bladder (diverticula, 
ulceration, atony), prostate (hyperplasia), or 
urethra (stricture). Ruptures result from auto- 
mobile injuries, falls, kicks, blows, and as a com- 
plication of pelvic fractures. Campbell (51) re- 
ported 25 ruptures of the bladder in 166 pelvic 
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fractures. Injury to the urinary bladder has been 
reported to occur in between 4 and 15 per cent 
of blunt abdominal injuries (4, 43, 95, 138, 193, 
241). The mortality rates have averaged about 
10 per cent. Kelly (163) found that Peacock in 
1939 reported a mortality rate of 14.4 per cent 
in cases associated with pelvic fractures. He also 
states that Culver and Baker in 1940, including 
all types of rupture, reported a 6.25 per cent 
mortality. 

Ruptures of the bladder are either intraperi- 
toneal or extraperitoneal. Clinical findings de- 
pend on the location of the rupture. Intraperi- 
toneal ruptures are easier to recognize than 
extraperitoneal ruptures. Abdominal pain and 
tenderness, distention, ileus, and other findings 
of peritoneal irritation appear soon, and shock 
may follow. Conversely, the symptoms after 
extraperitoneal ruptures are lesser in severity 
and may be masked by symptoms of skeletal 
injury until extravasation of urine becomes ob- 
vious. 

Diagnosis. The diagnosis of rupture of the 
bladder is made by suspecting it and performing 
the proper investigations. The simplest diag- 
nostic aid is catheterization. After catheteriza- 
tion a measured quantity of fluid is instilled and 
withdrawn, rupture being suspected if the 
amount returned is less than that instilled. In- 
stillation of opaque media and cystography are 
reliable procedures used either to confirm a sus- 
pected diagnosis or to locate the site of injury. 

Treatment. The treatment is primarily that of 
repair and establishment of drainage. Intraperi- 
toneal rupture will require emergency operation 
for closure. It may not be possible to close an 
extraperitoneal rupture, but drainage of the 
bladder and paravesical space plus proper sup- 
portive measures will be necessary. 


InyURIES TO ABDOMINAL BouNDARIES 


RUPTURE OF DIAPHRAGM 


Hedblom (137) referred to Ambrose Paré’s 
report of 2 cases of diaphragmatic hernia in 
1610, one of traumatic origin. This patient died 
of intestinal obstruction 8 months after injury. 
Bowditch, the first to diagnose a rupture of the 
diaphragm ante mortem, reported 88 cases up 
to 1846, and Walker (1889) reported an opera- 
tive recovery from traumatic hernia, the opera- 
tion consisting of laparotomy and suturing. 
Hedblom had collected a total of 1,408 cases 


of diaphragmatic hernia by 1934. Five hundred 
and eighty-seven, 41.7 per cent, were traumatic 
in origin, 48 per cent of this group resulting 
from blunt trauma. Harrington (133) reported 
on a personal series of 524 diaphragmatic 
hernias in 1950. Sixty-seven hernias were classi- 
fied as traumatic, 54 of them being nonpene- 
trating injuries. Carlson and his associates (53) 
in a review of British and American literature 
between 1946 and 1957 were able to find 99 
diaphragmatic hernias that were associated with 
fractures either of the pelvis or of the lumbar 
spine. The most frequently associated visceral 
injury was rupture of the spleen. Smith and 
Lippert (308) reviewed 14 cases of herniation 
into the pericardial cavity, 6 of them of trau- 
matic origin. Keene and Copleman (161) re- 
ported the only case of herniation of the entire 
liver into the right pleural cavity. 

Diagnosis. This injury is not frequent. The 
diagnosis can be delayed or obscured by asso- 
ciated injuries and shock. The early symptoms 
are referred to the chest. The diagnosis may be 
made several weeks, months, or even years 
later. Not infrequently the diagnosis is an inci- 
dental finding on a chest roentgenogram. Rup- 
ture and herniation occur more frequently 
through the left hemidiaphragm than through 
the right because of the tamponading effect of 
the liver. Hedblom (137) in his collected series 
reported an incidence of 95 per cent predomi- 
nance on the left side. 

Carter, Guiseffi, and Felson (56) classified 
the symptom complex into three phases: (1) 
immediate phase, (2) interval phase, and (3) 
phase of obstruction or strangulation. 

The symptoms in the immediate phase are 
nonspecific because of shock and associated in- 
juries. There may be pain in the left upper 
quadrant with radiation to the left side of the 
thorax and left shoulder. There frequently is 
dyspnea or even cyanosis. Some hematemesis 
may occur. Shock may result from a sudden 
shift of the mediastinum. 

During the interval phase symptoms may be 
either absent or chronic. It is not unusual for 
the diagnosis to be suggested by a routine chest 
roentgenogram in which abnormal shadows are 
found. Unger (334) reported a case of traumatic 
hernia through the right hemidiaphragm re- 
sulting from an injury 23 years prior to treat- 
ment. Symptoms suggestive of heart disease, 
peptic ulcer, gallbladder disease, or even sub- 
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acute intestinal obstruction have been noted. 
The complaints generally are substernal oppres- 
sion or discomfort in the epigastric or left 
thoracic region. These symptoms are aggravated 
when the patient eats, strains, or assumes a re- 
clining position and are frequently relieved by 
his assuming an upright position or vomiting. 

Carter (56) reported that 90 per cent of 
strangulated diaphragmatic hernias were trau- 
matic in origin, 85 per cent occurring within 3 
years after injury. However, strangulation has 
occurred as long as 16 years after injury. 

The physical findings are those previously 
described by Bowditch in 1853, as restated by 
Grage, MacLean, and Campbell (119) in their 
historical review. These are abnormal findings 
of dullness, tympanites, peristaltic sounds, dis- 
placement of the mediastinal structures, and 
limitation of excursion of the involved side of 
the chest. 

The diagnosis frequently is first suspected and 
later confirmed by roentgenographic findings. 
According to Carter, Guiseffi, and Felson (56) 
the most significant roentgenographic findings 
are as follows: (1) an archlike shadow that may 
suggest a high ascent of the diaphragm; (2) 
extraneous shadows in the chest cavity, such 
as gas bubbles or other abnormal markings or 
even fluid levels within the viscera; (3) shift of 
the heart and mediastinum to the right with 
areas of density in the left pleural cavity; (4) 
atelectatic area in the lower left lung super- 
adjacent to an opacity; and (5) barium studies 
of either the upper or lower gastrointestinal 
tract, confirming the abnormal position of the 
stomach, intestines, or colon. 

Physiologically there are several factors that 
prevent spontaneous reduction and healing of 
the rupture. The negative pressure of the thorax 
may have sucked the intra-abdominal organs 
into the thorax. Plugging with omentum or 
viscera keeps the muscle fibers separated and 
prevents healing. Dense adhesions of the herni- 
ated structures both above and below the 
diaphragm prevent the occurrence of spontane- 
ous reduction. 

Treatment. The treatment is early surgical 
correction of the defect. The constant danger 
of intestinal obstruction or strangulation makes 
it advisable that asymptomatic hernias be re- 
paired. Should obstruction occur, the operation 
must be immediate. Most surgeons prefer the 
thoracic approach because adhesions of the 


abdominal viscera within the pleural cavity can 
be freed under direct vision and exposure of the 
diaphragmatic orifice is superior. Technically 
it is easier to suture from above than from 
below. Harrington (132) prefers to do left-sided 
hernias through the abdomen and reserves the 
thoracic approach for those on the right side. 
He reported no recurrences in 58 cases of re- 
paired traumatic diaphragmatic hernia. Har. 
rington has suggested the use of fascia lata for 
large defects. For defects too large to bridge in 
this manner he has suggested resecting portions 
of the eighth, ninth, and tenth ribs. Dunn (88) 
reported a successful repair of a large recurrent 
traumatic hernia using tantalum mesh. Some 
of the newer synthetic prostheses may prove 
useful in such replacement. 


ABDOMINAL WALL INJURIES 


Trauma to the abdominal wall alone without 
intraperitoneal injury is probably the most fre- 
quent type of blunt trauma and the most diffi- 
cult to diagnose. The pathologic processes in- 
curred are ecchymosis, hematoma, muscular 
strain, or disruption. Muscular guarding and 
rigidity may be present; localization of the pain 
and tenderness tries the diagnostic astuteness 
of the examiner. 

Hematoma of the abdominal wall after mini- 
mal trauma is frequently misdiagnosed because 
it may mimic almost any acute surgical con- 
dition of the abdomen. According to Furste’s 
historical review (105) of this entity, it was 
recognized and described by the ancient phy- 
sicians Hippocrates and Galen; Maydle col- 
lected 14 cases of rupture of the epigastric artery 
before 1880 and referred to a case described by 
Leonardo da Vinci prior to 1519. Wohlgemuth 
in 1923 had collected and reported 107 cases 
of this condition due to trauma, according to 
Furste (105). 

Lord and Coutts (201) described the fre- 
quency of strains and tears of the right rectus 
muscle occurring in paratroopers during their 
primary stage of training. Injury of the right 
rectus muscle was the most frequent cause of 
disability during this stage of training. Injury 
of the right rectus muscle was more frequent 
than injury of the left rectus, in a ratio of 9 to 1. 
The physical findings simulated those of ap- 
pendicitis. Hematomas in or below the rectus 
were found in cases in which operation was 
performed. 
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Surgeons know that these injuries occur in 
addition to severe intraperitoneal trauma. 
Careful and frequently repeated examinations 
and the judgment of an experienced surgeon 
are required to separate the lesser from the more 
severe injuries. 
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SURGERY OF THE HEAD AND NECK 


HEAD AND FACE 


Surgery and Chemotherapy in Head and Neck 
Tumors. Joun D. Hurtey, LEonarp W. Worman, 
Joun RteEscH, Frank HAtt, and Others. Plast. & 
Reconstr. Surg., 1960, 26: 521. 


REGIONAL CHEMOTHERAPY by means of a perfusing 
system using a pump oxygenator has proved to be of 
some benefit in patients with advanced cancer of the 
head and neck. Relief of pain has been very gratify- 
ing. More significant palliation in terms of decrease in 
tumor size has not been realized for long periods of 
time. 

A report on regional chemotherapy of 7 patients 
with head and neck cancer at the Milwaukee County 
Hospital, Milwaukee, Wisconsin is presented. Most 
patients were perfused through one or both external 
carotid arteries, the common facial or internal jugular 
veins being used for the return flow. A sigmamotor 
pump with disposable bubble oxygenator bag was 
used. Nitrogen mustard was the chemotherapeutic 
agent in doses up to 0.6 mgm. per kgm. of body 
weight. The perfusion was monitored for leakage by 
introducing radioiodinated serum albumin into the 
perfusion circuit and measuring the radioactivity of 
peripheral blood samples during the procedure. Total 
leakage in the patients exceeded 65 per cent after a 30 
minute perfusion. 

Greater benefits may be realized in the future by 
the perfusion approach combined with systemic de- 
toxifying agents or isologous bone marrow replace- 
ment. The use of perfusion as a preliminary to opera- 
tion to convert inoperable lesions to operable ones is 
the subject of recent study. 

— Harvey W. Baker, M.D. 


EYES 


Xerophthalmia. Roperto Farina, EcLe RENATA 
AtrapIA, CEtso ANTONIO De CARVALHO, and 
cae Baroupt. Plast. G Reconstr. Surg., 1960, 26: 
10. 


Tue autuors describe a surgical procedure, used first 
by other workers in 1948, in which the parotid duct is 
transplanted to relieve the symptom of dryness of the 
eye occurring as a sequel to a number of conditions. 
Itis claimed, contrary to the opinion of other workers, 
that this procedure is not suitable for Sjégren’s syn- 
drome. The techniques used by other workers to 


achieve this end are described briefly and the authors 
similarly describe their own technique. 

The duct is first dilated; it is then exposed by means 
of a short external incision and rerouted subcutane- 
ously to the outer third of the lower conjunctival sac. 
The small ring of oral mucosa removed with the 
parotid duct is sutured to the edges of the incision in 
the conjunctival sac. Seven transplantations of this 
variety have been carried out by the authors; in all 
these cases improvement in vision was achieved. In 1 
additional case, the operation was not completed be- 
cause a false passage was made when the duct was 
initially probed. The authors’ comment on the simi- 
larities between the parotid secretion and the lacrimal 
secretions draws attention to the fact that animal 
experiments have shown no evidence of harmful 
effects of parotid secretion upon the eye after periods 
as long as 8 months. They give no details of long term 
follow-ups on their own cases. The article is illustrated. 

— john R. Lindsay, M.D. 


Iridodiagnosis (Die Irisdiagnose). H. K. Miuer. 


Deut. med. Wschr., 1960, 85: 1885. 

THIs ARTICLE is a scientific “debunking” of iridology 
and iridologists who have reached a degree of promi- 
nence in Germany. 

Miiller reviews in detail the anatomy, physiology, 
and pathology of the iris and abstracts briefly the 
research projects to determine the validity-of the 
claims of iridologists to diagnose general diseases by 
the morphologic changes in the iris. All scientific 
projects in this field have demonstrated the total 
absence of validity to their claims, which have always 
proved to be false. 

The author is not hopeful, however, that scientific 
data will make any impression on iridologists who 
depend not on science but on faith, which is equally 
true of their patients. Both are under the influence of 
Thaumas, the god of miracles, and his daughter Iris. 
Myths and superstitions are not combated success- 
fully by science or intellect. Physicians are neverthe- 
less obligated to raise their voices in opposition to 
unscientific therapy which has caused serious damage 
to health and life. —Ray K. Daily, M.D. 


Effect of Eye Pads on Healing of Simple Corneal 
Abrasions. Harotp Jackson. Brit. M. 7., 1960, 2: 713. 


THis Is THE REPORT of an investigation made to de- 
termine the effect of patching the eye on the healing 
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of simple corneal abrasions. After elimination of the 
cases unsuitable for this analysis the material consisted 
of 77 cases in which the eyes were patched and 80 
cases in which the eyes were left unpatched. The 2 
series were similar in the original size of the abrasion, 
in the nature of the injury, and in the length of history. 
The criteria for evaluation were the length of time 
it took for the cornea to heal, as determined by the 
first day on which there was no longer any corneal 
fluorescein staining, and a review of the case history 
2 months later. The only 3 complications occurred 
in the patched series. Conjunctivitis developed in 1 
patient, and there were 2 recurrent corneal erosions. 
As healing was no more rapid in the patched than 
in the unpatched series, the author concludes that 
simple abrasions should be treated without patching 
the eye. —Ray K. Daily, M.D. 


A New Operation for Glaucoma. FELIx SANCHEZ PENA. 
Brit. J. Ophth., 1960, 44: 626. 


THE AUTHOR DESCRIBES and illustrates a new anti- 
glaucomatous procedure which combines the effect 
of a cyclodialysis, a sclerectomy, and an iridectomy. 
Its hypotensive effect is produced by a new intraocular 
as well as an extraocular drainage channel. 

The technique comprises a large conjunctival flap 
as for an Elliott trephining, a sclerotomy 3 mm. long, 
8 mm. behind the limbus, a cyclodialysis through the 
sclerotomy with a spatula introduced under the sclera 
until it enters the anterior chamber, another sclerot- 
omy made over the underlying spatula, 2 or 3 mm. 
in length, 1 mm. behind the limbus, a 3 mm. sagittal 
sclerotomy from the paralimbal incision, a basal 
iridectomy, and suture of the conjunctival flap. The 
sagittal sclerotomy, which may be enlarged by cutting 
off the corners of the scleral flaps, joins the supra- 
choroidal with the subconjunctival space. No clinical 
data were reported. —Ray K. Daily, M.D. 


Responses of the Intraocular Pressure to Dience- 
phalic Stimulation. J. GLoster. Brit. 7. Ophth., 1960, 
44: 649. 


Tuis sTuDy reports the findings in 35 anesthetized cats 
subjected to 977 short term electrical pulse stimula- 
tions (damped pulse duration of 12.5 milliseconds at 
frequency of 8 per second and peak voltage of 3 volts) 
with a 1 mm. tip electrode introduced in the dien- 
cephalon. Simultaneous records were made of intra- 
ocular pressure, blood pressure, movement of the nic- 
titating membrane, and blood volume density in the 
pinna. In 17 per cent of stimulations, there was a fall 
in intraocular pressure and in 38 per cent there was a 
rise. The falls were classified as (a) parallel to falls in 
blood pressure, (b) independent of blood pressure 
falls, or (c) abrupt falls occurring within 5 seconds. 
Rises in intraocular presse were classified as (a) 
parallel to elevations in blood pressure, (b) associated 
with muscular contractions, (c) fast or abrupt rises, 
and (d) slow rises occurring after 60 seconds of stimu- 
lation. 

On histologic section, 855 of the actual 977 points 
of stimulation and their entrance tracks could be iden- 
tified with the experimental records and these were 
distributed fairly evenly throughout the diencephalon. 
Blood pressure rises were more commonly elicited from 


posterior parts and blood pressure falls more com. 
monly from anterior regions; considerable inter. 
mingling, however, did exist. Muscular rises in intra- 
ocular pressure were predominantly at points in or 
close to the internal capsule or in the posterior hy. 
pothalamus or subthalamus. Independent falls in 
intraocular pressure were apparently mediated via the 
cervical sympathetic trunk and could be interrupted 
by division of the trunk. These studies support the 
existence of a diencephalic pathway concerned with 
ocular and aural vasodilatation but do not identify 
any specific diencephalic centers. 

—Arthur H. Keeney, M.D. 


Evisceration Utilizing an Intrascleral Implant. Con. 
RAD BERENS and ARNOLD S. BreAKEY. Brit. 7. Ophth., 
1960, 44: 665. 


Tuts stupy from the Department of Ophthalmology 
of New York University summarizes observations col- 
lected from 230 patients subjected to evisceration. 

The authors find unquestionably greater motility, 
less enophthalmos, and less deepening of the supra- 
tarsal recess than occurs after enucleations. The main 
contraindications are sympathetic ophthalmitis, ma- 
lignancy, absolute glaucoma, and advanced phthisis. 
The original Rosa adult sized implant was used in 117 
eyes and modified for the remainder by covering the 
flattened anterior surface with steel mesh and incor- 
porating 4 suture grooves anteriorly. This implant is 
now produced in adult, juvenile, and infantile sizes. A 
4 per cent extrusion rate in studies reported elsewhere 
has been reduced by careful hemostasis and guarding 
against infection. Stab wounds are made in each of 
the anterior scleral quadrants to facilitate escape of 
any postoperate blood or serum. Leaving the cornea 
attached to the scleral shell permits use of a larger im- 
plant and perhaps better motility but is believed in- 
advisable because of possible corneal necrosis, more 
difficulties in prosthetic fitting, and greater sensitivity. 
In all cases the prosthetic technician should make a 
mould of the finally settled socket, and the prosthesis 
should be prepared with a properly flattened back sur- 
face to adapt to the implant. A simple surgical tech- 
nique is outlined using white nylon sutures. 

No case of sympathetic ophthalmitis has occurred 
in this series or in 400 cases reported elsewhere in the 
literature. The authors distinctly prefer evisceration 
to enucleation. — Arthur H. Keeney, M.D. 


EAR, NOSE, AND SINUSES 


The Action of Enzymes on Human Middle Ear Effu- 
sions. CARL F, Grssert, ELIZABETH S. BAUMANN, and 
Ben H. Senturta. Ann. Otol. Rhinol., 1960, 69: 936. 


IN VITRO sTUDIES were made of the actions of pro- 
teolytic enzymes, desoxyribonucleases, lysozyme, 
hyaluronidase, and plasmin on effusions aspirated 
from middle ears. These investigations revealed that 
proteolytic enzymes are by far the most efficient of 
those tested in causing the desired decrease in vis- 
cosity, presumably by a partial hydrolysis of the 
protein. 

Desoxyribonucleases acted upon the effusions to 
depolymerize the desoxyribose nucleic acid, but these 
enzymes and all others except the proteolytic were not 





effec 
effu: 
C 
for | 
effu: 
In 2 
of tl 
4 | 
tryp 
ed | 
that 
with 
chet 
yielc 
exer 
tens 
men 
can 
enz) 


Sur; 
v1 


effective in changing the physical properties of the 
effusions to any substantial degree. 

Chymotrypsin was given in recommended dosage 
for buccal absorption to 6 patients with middle ear 
effusions without improvement of clinical findings. 
In 2 of the patients severe ulceration and erythema 
of the buccal mucous membrane developed. 

The oral administration of enteric coated chymo- 
trypsin to 6 patients with middle ear effusions provid- 
ed preliminary clinical impressions which suggested 
that limited improvement may occur in some patients 
with the use of this form of protease. However, the 
chemical analysis of five effusion specimens did not 
yield any data which would indicate that the enzyme 
exerts proteolytic activity on the effusions. More ex- 
tensive and controlled studies in humans and experi- 
mental animals are required before any conclusions 
can be drawn regarding the efficacy of the use of 
enzymes for the treatment of middle ear effusions. 

— John R. Lindsay, M.D. 


Surgical Care of Chronically Discharging Ear Pre- 
viously Subjected to Mastoidectomy. Miro H. 
Fritz. J. Am. M. Ass., 1960, 174: 1161. 


THE AUTHOR describes his experience in applying the 
Rambo technique, originally intended as a first-time 
surgical treatment for chronic ear infections, to cases 
in which a previous mastoid operation has failed to 
produce a permanently dry ear. The procedure is 
most suitable for unilateral cases in which the hearing 
of the affected ear is of little importance. The surgical 
technique comprises, first, meticulous surgical ex- 
ploration of the infected ear and removal of all the 
infected area, granulations, and cholesteatoma. The 
Rambo procedure follows and, as redescribed by the 
author, results in a substantial pedicle flap of tem- 
poralis muscle being turned down into the combined 
middle ear and mastoid cavities; a blind skin pouch 
constructed from the external meatal skin flaps com- 
pletes the procedure and ensures that the ear retains 
a normal external appearance after operation. 

The author details 22 such operations he has car- 
ried out on patients ranging in age from 9 to 61 years 
who had had from 1 to 4 previous mastoid explora- 
tions; the ears were all dry after from 7 to 73 days 
(average of 19 days). Complications were minimal 
but the author gives no details concerning follow-up. 
It is emphasized that the procedure requires a rela- 
tively brief period of hospitalization and permits the 
patient’s early return to full activity. 

— John R. Lindsay, M.D. 


Posterior Choanal Atresia. Danie. C. BAKER, JR., 
Jutes G. WaLtTNER, and WiLuiam Noviox. Ann. Otol. 
Rhinol., 1960, 69: 805. 


FIFTEEN PATIENTS with atresia of the posterior choanae 
were observed. There were 10 unilateral and 5 bilateral 
cases. Ten of the patients had bony atresia and 5 had 
the membranous type. 

_ Adequate surgery can be performed by either the 
intranasal or transpalatal route. The latter was found 
to be more satisfactory in the authors’ experience. 

_ The use of cleared x-ray film, introduced in a ver- 
tical plane through the posterior choana, allows for 
better epithelialization and helps to prevent stenosis 
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of the upper part of the posterior nares. The lumen 
thus obtained is more nearly normal than if a poly- 
ethylene tube is used alone. 

— John R. Lindsay, M.D. 


Malignant Melanoma of the Nose and Paranasal 
Sinuses and Juvenile Melanoma of the Nose. Jacos 
M. Ravi and José A. Esteves. Arch. Otolar., Chic., 
1960, 72: 431. 


THE AUTHORS review the literature on malignant 
melanoma of the nose and sinuses, 117 cases having 
been described. Primary melanoma of the paranasal 
sinuses is extremely rare and only 1 previous report 
of a juvenile melanoma could be found. The sympto- 
matology and course of the malignant tumor are 
described, together with the gross and microscopic 
appearance; the common occurrence of squamous 
metaplasia of the mucous membrane is emphasized. 
It is important to differentiate between primary and 
secondary malignant melanomas in this region. Early 
recognition and radical surgical excision of primary 
nasal lesions offer the only, and still scant, hope of a 
cure. The benign nature and histopathologic features 
of juvenile melanoma are described as being identical 
with those of similar tumors occurring elsewhere in the 
body; the treatment is local excision. The authors 
present 1 case of each of these 2 types of nasal tumor, 
illustrating their report with photomicrographs. 
— john R. Lindsay, M.D. 


MOUTH AND HYPOPHARYNX 


The Treatment of Precancerous Oral Mucous Mem- 
branes, Georce S. Suarp. Oral Surg., 1960, 13: 1065. 


THE AUTHOR has apparently successfully treated pa- 
tients with typical precancerous lesions of the oral mu- 
cous membrane by a simple therapeutic regimen. 
This regimen included systematic regulation of the 
diet, hydrochloric acid supplementation as needed, 
and nutritive additives in the form of a tablet of desic- 
cated liver, vitamin B,., riboflavin, and folic acid. 

An experimental group of 120 patients, all with 
subjective complaints referable to the oral mucous 
membranes, was selected. Atrophic and degenerative 
changes in the oral mucosa were observed in all of 
these patients. Thirty-four were unable to tolerate 
their dentures full time. The remaining 86 patients 
demonstrated precancerous mucous membrane lesions 
with primary oral lesions as follows: chronic inflam- 
mation was seen in 38, atrophy in 22, leukoplakia in 
14, erosions in 8, and superficial ulcerations in 4. 

The medical regimen outlined included the admin- 
istration of desiccated liver, vitamin B,,, riboflavin, 
and folic acid. The achlorhydric patients were made 
more comfortable by an improved form of gastric acid 
supplementation. 

After treatment had been instituted, 30 patients 
with the syndrome of low tolerance to dentures were 
able to wear their dentures comfortably for 24 hours. 
The author found that erosions and ulcerations 
cleared up relatively soon, in 1 to 2 months, and there 
was disappearance of some of the superficial leuko- 
plakia while advanced plaquelike leukoplakia showed 
some improvement by becoming thinner and less 
opaque. —Frank W. Pirruccello, M.D. 
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Lymphangioma of the Tongue. H. Mason Morrirt. 

Arch. Surg., 1960, 81: 761. 

LyMPHANGIOMA is one of the causes of macroglossia 
and can be recognized by tumor studding on the 
surface of the tongue and possibly on other mucosal 
surfaces within the mouth. These tumors are com- 
posed of true lymph channels and cystic dilatations. 
They appear as small grapelike excrescences on the 
mucosal surfaces. 

Eight patients are reported in this series, 3 of whom 
have been followed up from 10 to 13 years. In all 
patients, the lesions were noted at or shortly after 
birth. Although the children showed early macro- 
glossia, therapy was not requested by the parents 
until increase in size and gross distortion of the tongue 
developed. Respiratory difficulty during coryza epi- 
sodes and periodic superficial ulceration and infec- 
tion of the lesions were reported. If untreated, the 
tongue gradually protrudes from the mouth, dental 
occlusion is lost, and outward bowing of the mandible 
is caused. Proper articulation is also impossible. 
Lymphangiomas of the tongue are considered benign, 
so that radical operations are not indicated. In fact, 
only rarely can a well localized lesion be completely 
excised. 

Effective treatment consists of removal of enough 
tongue so that the organ fits comfortably within the 
oral cavity. Lines of excision should be marked out 
before swelling ensues during operation. Trache- 
ostomy is performed as part of the operative pro- 
cedure. Postoperative injection of the residual tongue 
with a mixture of 2 c.c. of sodium morrhuate, 2 c.c. 
of hyaluronidase, and 2 c.c. of 1 per cent lidocaine 
has caused further shrinkage of lymphatic and blood 
vessels by sclerosis. In 2 cases, tongue involvement 
was accompanied by extensive infiltration of the sub- 
maxillary spaces and unilateral parotid space involve- 
ment. These 2 patients required repeated operations 
for satisfactory functional and cosmetic results. These 
operations required considerable blood replacement, 
but the patients are now beyond adolescence and 
have reached an apparently arrested state of tongue 
growth. Roentgenotherapy is condemned, for these 
tumors are not particularly radiosensitive, and dosage 
levels high enough to cause sclerosis arrest mandibular 
growth and irreparably damage the dental struc- 
tures. The experience of the author indicates that 
palliative excision is justified, since the tongue does 
not increase further in size once the patient has 
attained his full body growth. 

—Enmile L. Meine, Jr., M.D. 


The Buccopharyngeal Propulsive Mechanism in 
Human Deglutition. Donatp P. SHEpp, James H. 
ScatirF, and Joun A. Kircuner. Surgery, 1960, 48: 
846. 


THE AUTHORS STUDIED the consecutive stages of de- 
glutition by means of cinefluorography in the normal 
subject and in patients with various defects in the 
swallowing mechanism. They emphasize the impor- 
tance of the posterior part of the tongue as a rapidly 
moving,.forcefully thrusting piston which propels the 
food toward the stomach. They point out that swal- 
lowing involves a co-ordinated movement of a num- 
ber of muscle groups. 


In pathologic states, many abnormalities may be 
seen. For example, in one of their patients, who had 
a recurrence of a carcinoma in the posterior part of 
the tongue and also a laryngectomy, the lesion re. 
sulted in an interference with the push-back move. 
ment only. Another patient, with amyotrophic lateral 
sclerosis, was unable to place the bolus properly into 
a normal position preparatory for deglutition. Where 
the primary mechanisms of deglutition can be devel- 
oped, considerable force can be generated to over- 
come severely obstructing lesions. 

—Alan P. Thal, M.D. 


Changes in Blood Vessel Patterns in Bilateral Cleft 
Lip. Wayne B. SLauGHTER, JAMES W. Henry, and 
C. Bercer. Plastic & Reconstr. Surg., 1960, 26: 165. 


In the complete bilateral cleft lip, the superior labial 
artery fails to unite with its fellow from the opposite 
side and contributes nothing to the blood supply of 
the philtrum. In addition to this, the arcade made up 
by the anastomosis of the posterior septal branch with 
the greater palatine artery through the incisive fora- 
men is absent. The philtrum and premaxilla must, 
therefore, derive their blood supply from the posterior 
septal artery and to a lesser extent from the lateral 
nasal and terminal branches of the anterior ethmoid 
vessels which pass through the columella. 

Other observations made on the structure of the 
cleft lip reveals undifferentiated or embryonal tissue 
along the cleft proper. In repairing the cleft lip, this 
tissue must be sacrificed to a depth sufficient to en- 
counter normal muscle containing normal vascular 
structures. It is believed that this tissue, which does 
not possess a normal growth potential, thereby allow- 
ing a cleft to be present, does not have the latent 
potentiality of becoming functionally or cosmetically 
acceptable. 

The authors believe that operation for repair of the 
bilateral cleft lip must be performed in two stages in 
order to satisfy both the anatomic and physiologic re- 
quirements. The undifferentiated tissue in proximity 
to the actual cleft must be sacrificed. And, finally, the 
repair itself should follow the normal anatomic lines 
of the philtrum. Therefore, closure would seem to 
contraindicate using flaps containing muscle running 
in directions different from normal. It also must be 
noted that no operation of any kind is performed on 
the bony elements of the area. Undermining on the 
premaxillary segment is contraindicated. 

Alterations of the blood vessel pattern of both the 
maxillary and premaxillary segments are described. 
Some of the macroscopic changes are demonstrated 
in drawings. The microscopic changes, particularly 
changes referable to the immaturity of the mesoder- 
mal elements are mentioned, and their role in the re- 
constructive procedure is considered. The importance 
of re-establishing the orbicularis oris as a modified 
restraining sphincter-like structure cannot be over- 
emphasized. —Frank W. Pirruccello, M.D. 


Complications of Cleft Palate Surgery. Ross H. Mus- 
GRAVE and JoHn C. Bremner. Plastic & Reconstr. 
Surg., 1960, 26: 180. 

THIs ARTICLE covers 780 cleft palate operations per- 

formed over a 10 year period, from 1950 through 





1959. The operative procedures were performed by 
seven staff surgeons at the University of Pittsburgh 
Medical Center, Pittsburgh, Pennsylvania, or by resi- 
dents under their direct supervision. Their procedures 
have been fairly standard; unilateral complete cleft 
lips and palates have been repaired in three stages. 
The first stage consists of closure of the lip, usually at 
3 months of age. The palatal cleft is repaired in two 
stages, utilizing a vomer turnover flap at about 18 to 
24 months and V-Y retropositioning at about 2.5 to 
3 years of age. In more recent years, the trend has 
been to earlier repair so that the two palatal pro- 
cedures have been carried out by age 2 years. 

There were 2 deaths in this series. One occurred 
during the first stage closure of the cleft palate in a 
3 year old child with an associated congenital heart 
defect. The second death occurred 3 hours after a 
combined modified Dorrance push-back and a pha- 
ryngeal flap performed on a 23 month old child. It 
was assumed that death was due to surgical factors, 
namely, unreplaced blood loss probably associated 
with some degree of asphyxia. 

Anesthetic complications included cardiac arrest 
with successful resuscitation. In another child a bi- 
lateral pneumothorax developed after a mechanical 
kinking in the endotracheal system. The child recov- 
ered uneventfully. 

There was a total of 60 cases, representing 7.7 per 
cent of operations in which some defect of primary 
healing of the palate suture line was encountered. In 
9 cases there was separation of the oral mucosa and 
delayed healing but no fistula formation. However, 
in 39 cases, representing 5 per cent, the failure of 
healing did result in a fistula. In 12 cases, 1.5 per 
cent, there was wide separation of part or the whole 
of the opposed palatal surfaces. 

Hemorrhage from the palate may occur during 
the operation or as reactionary or secondary bleeding. 
There were 17 cases, 2.2 per cent, in which hemor- 
rhage caused concern in the repair of these palates. 

Appraisal of results of procedures is obligatory from 
time to time, and the information is of greatest value 
for the surgeon taking stock of his own work. The 
authors discuss many points of general interest which 
have emerged from this study. 

—Frank W. Pirruccello, M.D. 


The Structure of the Temporomandibular ‘Joint. 
Nicuotas C, Cuoukas and Harry Sicuer. Oral Surg., 
1960, 13: 1203. 


THE ANATOMY of the temporomandibular joint has 

been carefully studied in an effort to determine (1) the 

relation of disc to capsule, (2) of disc to condyle, 

and (3) of the lateral pterygoid muscle to both disc 

and capsule. The joint is complex in type with upper 

= lower compartments separated by an articulating 
isc. 

The capsule is loose and funnel shaped. It is in- 
serted anteriorly and laterally into the articulating 
eminence of the temporal bone and posteriorly into 
the anterior surface of the postglenoid process. To 
the mandible, it is attached to the mandibular neck 
medially, laterally, and posteriorly below the attach- 
ment of the disc. Anteriorly, the capsule attaches to 
the sharp ridged articular surface of the mandibular 
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condyle. There is no fusion of the disc and capsule 
medially or laterally but definite fusion anteriorly. 
Posteriorly, the disc is continuous with a thick layer 
of loose connective tissue, the retrodiscal pad, which 
provides attachment of the disc to the capsule. 

The upper surface of the disc is saddle shaped, con- 
cave anteroposteriorly and slightly convex medio- 
laterally, adapting to the configuration of the tem- 
poral articular eminence. The posterior surface is a 
concave ovoid. 

The superior and inferior heads of the lateral 
pterygoid muscle are separated, the superior head 
originating from the infratemporal surface of the 
greater wing of the sphenoid, and the inferior head 
from the outer surface of the lateral pterygoid plate. 
From the inferior head the fibers converge upward, 
backward, and laterally to insert on the anterior sur- 
face of the mandibular neck. The fibers of the superior 
head run backward, laterally, and slightly downward 
to insert on the mandibular neck and the mediai an- 
terior aspect of the fused capsule and disc. 

These conclusions are based on careful anatomic 
dissections, and certain inferences on the function 
of the joint are drawn from them. 

—E. Thomas Boles, jr., M.D. 


NECK 


The Changing Incidence and Treatment of Thyroid 
Disease. Epson F. Fow er. Arch. Surg., 1960, 81: 733. 


THE past 25 YEARS have produced many changes in 
the methods of diagnosis and treatment of thyroid 
disease. With this in mind the author reviewed the 
record of thyroid disease encountered at Illinois Re- 
search Hospital, Chicago, Illinois from 1936 to 1959. 
Surgical admissions for diseases of the thyroid gland 
have diminished from 14.8 per cent of all surgical 
admissions to 5.2 per cent during the period from 
1936 to 1959. 

Patients with toxic diffuse goiter who in 1936 ac- 
counted for 44.8 per cent of all surgery of the thyroid 
now account for only 19 per cent of such surgery, 
whereas patients with toxic nodular goiter who in 
1936 accounted for 34.8 per cent of all surgery of the 
thyroid now are responsible for only 6.9 per cent of 
such surgery. 

I'3! has been utilized in preference to surgical in- 
tervention in 23.1 per cent of all patients with toxic 
diffuse goiter and 30 per cent of patients with toxic 
nodular goiter. Indications have been previous sur- 
gery, severe cardiac disease, advanced age, short life 
expectancy, drug sensitivity, or poor cooperation on 
the part of the patient. 

Patients with chronic thyroiditis have increased 
sevenfold since 1936 and now account for 5.6 per cent 
of surgery of the thyroid gland. 

Although from 1936 to 1952 no case of carcinoma 
was encountered in patients with thyroiditis, from 
1952 to 1959 there was an 8.0 per cent incidence of 
carcinoma in chronic thyroiditis. 

From 1952 to 1959 carcinoma was encountered in 
7.2 per cent of the nodular nontoxic goiter group 
with an incidence of 8.5 per cent in patients with soli- 
tary nodules and of 5.1 per cent in patients with mul- 
tiple nodules. 
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The author has found no certain way to distinguish 
between patients with benign nontoxic nodular goiter 
and patients with carcinoma preoperatively, although 
the presence of vocal cord paralysis is an almost cer- 
tain indication of carcinoma and the incidence of in- 
creasing size and pressure symptoms is somewhat more 
frequent in patients with carcinoma. 

The author concludes that carcinoma is the reason 
for 6.9 per cent of his thyroid operations at present, 
representing more than three times the incidence of 
2.1 per cent reported in 1936. 

—IV. Foster Montgomery, M.D. 


Surgical Aspects of Thyroiditis. W. F. PoLLock and 
D. H. Sprona, Jr. Arch. Surg., Chic., 1960, 80: 720. 


In A sERIES of 1,000 consecutive operations performed 
for nontoxic goiter, thyroiditis was the sole or the pre- 
dominant tissue change noted in 97 patients. Eighty- 
four cases of carcinoma were also encountered in this 
series. In the 97 cases of thyroiditis, 93 per cent oc- 
curred in females and the average age was 40.9 years. 
The age of the males averaged 46.7 years. 

Preoperatively, the diagnosis was incorrect in most 
cases and the suspicion of thyroiditis was expressed 
in only 21 of the 97 cases. Even the surgeon’s post- 
operative diagnosis was frequently wrong, though in 
85 per cent the diagnosis of thyroiditis was made or 
the disorder was strongly suspected. 

Most patients were treated by subtotal resections of 
both lobes and of the isthmus and pyramidal lobe 
whenever one was present. The authors discuss the re- 
lationship of Hashimoto’s thyroiditis and certain al- 
terations in the gamma globulin fraction of the blood. 
The role of the autoimmunization process appears 
active in the propagation of this clinical entity. The 
removal of the source of antigen by the surgical re- 
moval of the gland is another factor in the support of 
surgical treatment of this disease. 

— Thomas W. Shields, M.D. 


The Incidental Carcinoma Found In Surgery for 
Thyroid Nodules. M. A. Biock, B. E. Brusu, and 
R. C. Horn. Arch. Surg., Chic., 1960, 80: 715. 


THE AUTHORS PRESENT 14 patients subjected to opera- 
tion for a palpable thyroid nodule. In each the nodule 


in question was benign, but an additional nodule 
found at operation proved to be malignant. All the 
patients were females and the majority were in the 
fourth and fifth decades of life. The malignant lesions 
were of the papillary or follicular variety or a mixture 
of both. 

The operative procedures varied from the mini- 
mum procedure of near total lobectomy to total thy- 
roidectomy. Seven patients underwent neck dissec- 
tion. In 1 patient microscopic evidence of metastasis 
to a single node was present. 

From this experience the authors suggest that when 
operating for a thyroid nodule, one should search for 
and remove additional nodules. An occult carcinoma 
should then be treated adequately by a total or near 
total thyroidectomy because of multicentricity of thy- 
roid carcinoma. — Thomas W. Shields, M.D. 


Arytenoidectomy in Children. Roserrt E. Priest, 
Harovp S. Utvestap, Frank VAN De Water, and 
Rosert J. RicHarpson. Ann. Otol. Rhinol., 1960, 69: 
869. 


BILATERAL ABDUCTOR PARALYSIS of the vocal chords 
is uncommon in children, and the causes are numer- 
ous. Specific infections such as measles, typhoid, 
diphtheria, syphilis, tuberculosis, intracranial hema- 
tomas, meningocele and hydrocephalus, and operative 
damage to the vagi or recurrent laryngeal nerves have 
all been incriminated. 

The authors present the cases of 3 patients with 
this entity treated by tracheotomy followed by ary- 
tenoidectomy. Two of the cases resulted from polio- 
myelitis, and the cause of the third case is un- 
determined. 

Reduction in the size of the airway on inspiration 
is the principal problem with bilateral abductor 
paralysis of the larynx. Tracheotomy bypasses the 
obstruction. Removal of one or both arytenoid carti- 
lages produces abduction of the posterior end of the 
cord or cords while the anterior ends stay in adduction 
and hence permit production of an audible voice. 

In all 3 cases reported relief of stridor was obtained, 
removal of the tracheotomy tube with closure of the 
stoma was accomplished, and a speaking voice was 
retained. —E. Thomas Boles, Jr., M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


CEREBRUM, CEREBELLUM, AND HYPOTHAL- 
AMUS 
Studies in Cerebral Edema and Cerebral Swelling—I, 

The Changes in Lead Encephalopathy in Children 

Compared with Those in Alkyl Tin Poisoning in 

Animals, J. F. Smirx, Rosert L. McLaurin, JAMES 

B. NicHots, and ArtHur Assury. Brain, Lond., 1960, 

83: 411. 

IN THIS ARTICLE, the first of a series on cerebral edema, 
the authors present a nomenclature with their inter- 
pretations. The term “cerebral swelling” is used to 
indicate an increased volume of the brain without 
commitment as to the cause, whereas ‘‘cerebral 
edema”’ is used to indicate an increase in the intra- 
cerebral water content. Also, the authors use the 
term “‘exudative edema”’ to indicate the presence of a 
protein-containing fluid in the extracellular tissue and 
“transudative edema’ when no protein or other 
macromolecular material is present. The authors state 
that the effect of lead encephalopathy in children is an 
example of exudative edema, whereas alkyl tin poi- 
soning in animals is an example of transudative 
edema. 

Six individual case histories of children who have 
died of lead encephalopathy are presented, and the 
histopathologic findings are reviewed. In lead en- 
cephalopathy there is usually severe focal damage to 
the cerebellar cortex as well as vascular damage with- 
out any significant cerebral damage. There is also 
frequently a patchy exudative edema. Occasionally, 
in very severe cases, there may be early patchy necro- 
sis of the cortex. This may possibly be brought about 
by pressure upon already damaged arteries and 
arterioles by the swollen brain, thus producing a 
vicious circle. Apparently the principal site of the 
central nervous system lesions before the final episode 
is the cerebellum. The most striking lesion here is 
atrophy of the cerebellar folia and the focal distribu- 
tion suggests a vascular determination of the localiza- 
tion. Obviously in lead encephalopathy there is a 
vn of the blood-brain barrier early as well as 
ate. 

In contrast, alkyl tin compounds in rats and dogs 
produce a striking interstitial edema unassociated 
with evidence either of anatomic damage to the walls 
of the cerebral vessels or of any alteration of the 
blood-brain barrier. The mechanism by which the 
excess of water and sodium is retained in the white 
matter of the central nervous system is unknown at 
the present. There are some excellent slides of the 
described cases. — Morris Sanders, M.D. 


Echoencephalography—III, Further Studies on the 
Sources of the Midline Echo and a Clinical Evalua- 
tion. Stic JEppsson. Acta chir. scand., 1960, 119: 455. 


AccorDING TO a previously described technique, im- 
mediately postmortem brains were floated in 10 per 
cent invert sugar in a box provided with a co-ordinate 
system. The brains were scanned with an ulirasound 
echo apparatus. The brains were subsequently fixed 


and 10 mm. coronal sections were made, correspond- 
ing to the co-ordinate system. 

The dominant M-echo, at the midline, was shown 
to correspond spatially to the pineal body in all three 
coordinate axes. After removal of the pineal body of 
one brain, this echo disappeared. Echoes were also 
found referable to the falx. In brains of children from 
0 to 2 months of age, no pineal echo was noted. In 
these cases a midline echo was demonstrated in the 
region of the third ventricle and septum pellucidum. 
The echoencephalographic findings in 123 cases of 
tumor, 101 of trauma, and 38 of vascular disease were 
given. —George L. Potter, M.D. 


Pathways of Cerebral Collateral Circulation. Mav- 
RICE TATELMAN. Radiology, 1960, 75: 349. 


DuRING ANGIOGRAPHIC EVALUATION of patients with 
stroke syndromes in the past 3 years the author has 
become increasingly aware of the presence of a 
cerebral collateral circulation and of its significance. 

The various conditions in which collateral circula- 
tion develops in response to pathologic processes are 
listed by the author. The channels of collateral circu- 
lation observed in cases of complete occlusion of the 
internal carotid artery were as follows: (1) from the 
opposite side via the anterior communicating artery, 
20 cases; (2) from the external carotid artery via the 
ophthalmic artery, 13 cases; (3) from the basilar 
artery via the posterior communicating artery, 3 
cases; (4) from both routes 1 and 2, 6 cases; (5) from 
both routes 1 and 3, 2 cases; and (6) from both 
routes 2 and 3, 1 case. 

The author concludes therefore that rarely, if ever, 
does collateral circulation occur in the normal person 
and evidence of such a communication should lead to 
a search for its cause. If the cause is not found in the 
internal or basilar arteries, then complete evaluation 
of the vertebral and common carotid arteries, 
particularly at the points of origin, should be made. 

-— Joseph Ransohof, M.D. 


Benign Intracranial Hypertension Due to Adrenal 
Steroid Therapy. P. F. Benson and P. O. D. 
PHAROAH. Guy’s Hosp. Rep., Lond., 1960, 109: 212. 


THE AUTHORS REPORT the cases of 2 children in whom 
benign intracranial hypertension developed during 
treatment with steroids. One of these patients was of 
special interest as he apparently represents the first 
reported case of this syndrome occurring during topi- 
cal application of the steroid medication. The syn- 
drome of benign intracranial hypertension which is 
poorly understood when it occurs in patients who are 
not on steroid therapy is equally poorly understood 
in patients such as reported here. 

Possible mechanisms were summarized by the 
authors as follows: (1) cerebral edema which may 
certainly play a role in this syndrome, as suggested 
by the finding of very small ventricular cavities on air 
studies; (2) excessive production of cerebrospinal 
fluid; and (3) diminished reabsorption of the cerebro- 
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spinal fluid. The syndrome of benign intracranial 
hypertension is seen with thrombosis of the dural 
sinuses and in these cases the mechanism of dimin- 
ished absorption probably plays a part. 

The authors are at a loss to decide which of the 
mechanisms may be directly involved in benign 
intracranial hypertension secondary to steroid ther- 
apy but point out that this complication must be 
added to the already formidable list of dangerous side 
effects which may follow the therapeutic adminis- 
tration of steroids. — Joseph Ransohoff, M.D. 


Angiographic Finding of an Aneurysm and Arterio- 
venous Malformation in the Posterior Cranial 
Fossa in a Case of Subarachnoid Hemorrhage. R. 
Mytes Gisson and A. N. pe Rocua ME o. 7. Neurol. 
Neurosurg. Psychiat., Lond., 1960, 23: 237. 


A CASE IS REPORTED of a 51 year old hypertensive 
male with subarachnoid hemorrhage in whom there 
was angiographic demonstration of a saccular aneu- 
rysm of the basilar artery just proximal to the origin 
of the posterior communicating artery and an arterio- 
venous malformation irrigated by the left superior 
cerebellar and anterior inferior cerebellar arteries. 
The patient survived his initial bleeding episode 
without surgical treatment and died 20 months later 
after a recurrent hemorrhage. No postmortem findings 
are described. A review of pertinent literature is in- 
cluded. — Raymond Kyjellberg, M.D. 


Aneurysms of the Vertebral Artery. Gésta Norién 
and Siwney N. Paty. 7. Neurosurg., 1960, 17: 830. 


CoMMENTs on previous literature and the cases of 2 
operated on patients with saccular aneurysms of the 
vertebral artery are presented. Both lesions, demon- 
strated by vertebral angiography near the origin of 
the left posterior inferior cerebellar artery, were 
exposed and one was successfully ligated by a clip 
across the neck. — Raymond Kjellberg, M.D. 


Surgical Treatment of Verified Intracranial Aneu- 
rysms. ALFRED UIHLEIN and Rosert G. LippERT. 
Arch. Surg., 1960, 81: 1005. 


A tora. of 105 patients with verified intracranial 
arterial aneurysms underwent 106 surgical procedures 
at the Mayo Clinic between January 1954 and April 
1959; 90 patients had bleeding aneurysms whereas 15 
had no history of bleeding of their proved intracranial 
aneurysms. Comparison with earlier results of surgical 
treatment showed an over-all improvement in mor- 
tality statistics, the mortality rate prior to 1954 having 
been 22.8 per cent and that after 1954 being 16.0 per 
cent. 

Aneurysms of the anterior cerebral-anterior com- 
municating artery complex are still the most difficult 
to treat and are expected to carry high morbidity and 
mortality rates until a completely avascular field is 
made possible. Extracorporeal circulation with a 
pump-oxygenator may offer the best technique in the 
management of some of these aneurysms. It is believed 
that better results will be obtained if surgical inter- 
vention can be delayed safely for at least 10 days after 
the last subarachnoid hemorrhage. 

Craniotomy appeared to be attended with less 
surgical risk than extracranial carotid ligation, and 


the postoperative improvement in the patient’s condi- 
tion lasted longer than when carotid ligation was per- 
formed alone. 


Venous Signs in Cerebral Angioma. N. H. Wapia. 
Brain, Lond., 1960, 83: 425. 


A SIMPLE CLINICAL SIGN that may occasionally suggest 
the possibility of an intracranial angioma is described. 
This sign depends upon the factor that the rapid 
arterial blood flow in the brain is transmitted more 
directly to the venous outflow and hence any obstruc- 
tion of the great veins in the neck will result in a rapid 
dilatation of these veins just proximal to the site of 
obstruction. 

The test is carried out very simply by having the 
patient either sitting in a chair or propped up in bed 
and then compressing the external and internal jugu- 
lar veins in the low part of the neck. There should be 
good light to both sides of the neck in order that the 
veins may be carefully observed. The veins should 
become dilated very rapidly. This is well illustrated in 
some of the photographs. Seventeen patients with 
cerebral angiomas were studied and a strongly posi- 
tive sign was present in 6, the signs being ipsilateral in 
5, negative in 1, and moderately positive in the rest. 
One hundred control individuals were also tested and 
in only a few of these was there a somewhat more 
rapid than normal dilatation in the veins but it was 
never as rapid as in the patient with a proved 
angioma. — Jack I. Woolf, M.D. 


Hemangiomas of the Skull (Beitrag zu den Haemangio- 
men der Schaedeldachknochen). J. KotAr and V. 
Bek. Zbl. Chir., Leipzig, 1960, 85: 1463. 


THE CLINICAL and roentgenographic features of 3 
cases of hemangioma of the skull are presented. 
Hemangiomas of the skull are slow growing, benign 
tumors. Although they are usually solitary, they may 
infrequently appear as multiple lesions. The most 
common site is in the vicinity of a suture line. Pain on 
the side of the lesion is common. These tumors may 
resemble metastatic or primary malignant lesions. 
Hemangiomas of the skull respond well to surgical or 
radiation therapy. —Sanford Larson, M.D. 


Treatment of Encephalotrigeminal Angiomatosis by 
Hemispherectomy. M. A. Fatconer and R. G. 
Rusuwortu. Arch. Dis. Childh., Lond., 1960, 35: 433. 


ENCEPHALOTRIGEMINAL ANGIOMATOSIS is an uncom- 
mon congenital disorder. The essential lesion appears 
to be a venous angiomatosis of the leptomeninges, 
usually over one cerebral hemisphere, with a port 
wine nevus of the skin of the face. In severe cases in- 
fantile hemiplegia associated with seizures, behavioral 
disorders, and mental retardation may develop. The 
authors begin with a concise review of the literature 
pertaining to the early descriptions of this entity and a 
discussion of the nomenclature which describes the 
disease. 

The operation is performed under general anes- 
thesia without hypothermia or hypotension. A de- 
tailed description of the technique employed in re- 
moving the hemisphere intact leaving the thalamus 
and caudate nucleus is given. The small volume of 
literature on treatment of this disorder is reviewed. 





Five cases of this disease associated with infantile 
hemiplegia are reported in detail. All showed marked 
atrophy of the affected hemisphere, which was well 
outlined in 4 cases by the characteristic intracranial 
calcification. Before operation the status of the oppo- 
site hemisphere was checked with special emphasis on 
the pneumoencephalogram. A structurally normal 
hemisphere on the nondiseased side was necessary if 
the operation was to be successful. 

The patients have been followed up from 3 to 8 
years. All are free from seizures, their behavior is 
better, and in 4 of the 5 intelligence has improved. 
The 1 patient in whom this was not the case was the 
only adult in the group, age 16. The hemiplegia was 
not altered. These findings confirm the observations 
made by others who have performed hemispherec- 
tomy for this condition. —Robert G. Ojemann, M.D. 


The Prognosis of Subdural Effusions Complicating 
Pyogenic Meningitis. Pumie Benson, WILLIAM L. 
NyHaANn, and Hrrosur Surmizu. 7. Pediat., S. Louis, 
1960, 57: 670. 


THE DEVELOPMENT of antibacterial agents effective in 
the treatment of acute pyogenic meningitis has been 
associated with the recognition of concomitant or late 
sequelae in surviving patients. Among the most com- 
mon of these complications is the occurrence of collec- 
tions of fluid in the subdural space. The object of this 
report was to clarify the considerable divergence of 
opinion with regard to the incidence, significance, 
and optimal management of subdural effusions. 

Subdural taps were performed upon 109 of 320 
patients admitted with acute purulent meningitis. 
Effusions were found in 65 per cent of those in whom 
taps were carried out. This represents 62 per cent of 
the patients upon whom taps were performed. The 
fact that 34 per cent of the subdural effusions in this 
series were discovered by means of routine taps indi- 
cates the advantage of routinely tapping the subdural 
space in patients with purulent meningitis. 

In the majority of cases meningitis was caused by 
Hemophilus influenzae, but this organism was not 
found more frequently in patients with effusions than 
in the controls. Patients with pneumococcal meningi- 
tis appeared more likely and those with meningococ- 
cal meningitis less likely to have consequent subdural 
effusions. There was a predominance of males and 
of Negro infants in the group with effusions, which 
was not found in the control group. 

Over half of the patients appeared to be normal at 
the time of follow-up examination. A relatively poor 
prognosis was associated with the presence of coma, 
convulsions, or neurologic abnormalities at the onset 
of the acute meningitis. This was true in the presence 
or in the absence of effusions. Among those with 
eflusions, permanent sequelae tended to be more 
frequent in those in whom effusions were large and 
present for long periods of time. The prognosis was 
better in patients treated with subdural taps alone 
and when the indication for termination of drainage 
of the subdural space was a dry subdural tap. Volumes 
of subdural fluid in excess of 15 to 30 ml. should not 
be removed in any single subdural tap. Patients in 
whom membranes were seen and excised did very 
well in spite of the presence of previously stormy 
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courses, whereas those in whom membranes were 
seen and not removed had a high incidence of per- 
manent sequelae. — Morris Sanders, M.D. 


Subdural Hematoma. Cuar.es G. FREED and HARRY 
R. Boyp. Rocky Mountain M. 7., 1960, 57: 51. 


THE AUTHORS review the cases of 106 patients with 
subdural hematomas encountered in private practice. 
Of this number of patients, 60 gave a history of a head 
injury or of general body trauma sufficiently severe 
to be considered as the cause of the patient’s condition 
at the time of examination. These 60 cases were 
divided into three groups, depending on the time 
elapsed between injury and operation. A group of 6 
patients with subdural hematomas required operation 
within the first 3 days after injury. The mortality rate 
in this group was 50 per cent. The second group of 14 
patients required operation from the fourth to the 
fifteenth day after injury. The mortality rate in this 
group was about 30 per cent. The chronic subdural 
hematomas were those cases in which surgical inter- 
vention was carried out later than the fifteenth day 
after head injury. Forty patients were in this category 
and the mortality rate was 2.5 per cent. In another 
group of 40 cases of chronic subdural hematomas 
there was no clear-cut history of injury and there was 
no surgical mortality. 

The presenting complaints of the patients with this 
lesion are varied; however, headache is by far the 
most common complaint. The headaches themselves 
are not severe but are persistent and chronic. In addi- 
tion to the headache, there is occasionally some 
change in personality. Convulsive seizures are a rela- 
tively uncommon initial complaint. 

The most common physical finding on neurologic 
examination is stupor and progressive deterioration 
of the level of consciousness without any obvious 
cause. Second only to deterioration of the level of 
consciousness is the finding of some degree of uni- 
lateral weakness. Occasionally papilledema will be 
present; this is true also for Babinski’s sign and pupil 
inequality. In infants the major finding is a progres- 
sive increase in head size with a full fontanel. 

The authors believe that laboratory findings are not 
too significant, although spinal fluid examination may 
be helpful. The roentgenographic findings are helpful 
at times if the pineal gland shows a shift. The most 
frequent diagnostic procedure is cerebral arteriogra- 
phy. Subdural hematomas produce a characteristic 
arteriographic picture, which is due to the mass of the 
clot overlying the cortex preventing the dye-filled 
arteries from closely approximating the skull as they 
normally do. In children the diagnosis is made by 
means of subdural taps which reveal bloody or 
xanthochromic fluid. 

The treatment in adults is evacuation of the blood 
clot with drainage of the subdural space for 24 to 48 
hours. This procedure is usually carried out through 
multiple trephinations made bilaterally. In infants, it 
is necessary to perform subdural taps daily until the 
baby’s general condition improves and then trephina- 
tion is performed to verify the presence of subdural 
membranes. If they are present, a small fronto- 
temporal parietal bone flap is made and as much as 
possible of the subdural membrane is removed. If the 
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membranes are bilateral, the procedure is performed 
on the second side in 10 to 14 days. 
— Morris Sanders, M.D. 


Solid Subdural Hematoma. J. S. Lexias. Med. 7. 
Australta, 1960, 2: 569. 


THE AUTHOR believes that the advent of cerebral 
angiography has enabled him to distinguish the 
syndrome of the solid subdural hematoma. On the 
basis of a study of 19 such cases, it appears that this 
lesion occurs mainly in the temporal region in males 
between the ages of 30 and 60 years. When a fracture 
was present the majority of the hematomas occurred 
on the side opposite to the fracture. The author be- 
lieves the veins producing the bleeding in these cases 
are those draining into the sphenoparietal sinuses 
whereas the fluid type, slower developing hematoma 
results from oozing from the superior veins draining 
into the longitudinal sinus. The diagnosis depends on 
suspicion when the patient fails to improve after 
several days in the hospital. The lesion is treated by a 
full craniotomy but the prognosis is not good. The 
results of therapy were bad in 6 of the 19 patients with 
2 deaths, 2 instances of incomplete neurologic re- 
covery, and 2 of posttraumatic epilepsy. 


— Joseph Ransohoff, M.D. 


Tumor Cells in the Cerebrospinal Fluid. Vincent 
Marks and Davip Marrack. 7. Neurol. Neurosurg. 
Psychiat., Lond., 1960, 23: 194. 


A METHOD for preparing cells centrifuged from 
cerebrospinal fluid and resuspended in 30 per cent 
bovine albumin is described. Tumor cells are identi- 
fied by meeting three of the following four criteria: 
(1) type not normally found in cerebrospinal fluid or 
other pathologic fluids, e.g., polymorphonuclear 
leukocytes or plasma cells; (2) usually larger than 20 
microns and multinucleated; (3) high nucleus to 
cytoplasm ratio and two or more large nucleoli; and 
(4) active mitosis. 

Identification of tumor cells in 17 patients is de- 
scribed with excellent photomicrographs and a de- 
scription of the pitfalls in the method. 

—Raymond Kjellberg, M.D. 


Papilloma of the Choroid Plexus in Childhood. 
Donatp D. Matson and Francis D. L. Crorron. 
J. Neurosurg., 1960, 17: 1002. 


A REviEw of the literature revealed 67 children with 
well documented papillary tumors of the choroid 
plexus. Twenty-four of these patients were operated 
upon and only 13 survived. Of these 13, only 4 had 
adequate follow-up studies. This report adds 16 well 
documented cases to the literature. 

The incidence of this tumor at the Children’s Medi- 
cal Center, Boston, Massachusetts was 3.9 per cent in 
408 cases of intracranial tumors in patients under 12 
years of age. In the group with tumors of the choroid 
plexus there were 8 males and 8 females ranging from 
a 5 week premature baby to a child 8 years of age, but 
the latter case was the only 1 in a child more than 3 
years old. Fifteen tumors were located in the lateral 
ventricle and 1 in the fourth ventricle. 

The onset of the disorder was usually abrupt. The 
patient with this disease is characteristically a young 


child who is hypertonic and irritable with an ep. 
larged head or evidence of increased intracranial 
pressure and xanthochromic spinal fluid with an jp. 
crease in the total protein. Plain roentgenograms re. 
vealed evidence of increased pressure but no intra- 
cranial calcification. Ventriculography clearly local. 
ized the tumor, and it is emphasized that any patient 
with xanthochromic or high protein ventricular fluid 
must have a complete air study. All but 1 patient 
showed a marked degree of hydrocephalus, in 6 it was 
obstructive and in 9 communicating. 

The treatment is total surgical excision. Fourteen 
of the 16 tumors were located in the atrial region of 
the lateral ventricle, and these were exposed through 
a posterior parietal cortical incision. In 5 tumors 
malignant histologic changes were noted. Three pa- 
tients had a large cyst in the cerebrum communicating 
with the lateral ventricle that contained the tumor, 
The place of roentgenotherapy has not been estab- 
lished. 

The excellent management of these patients is re- 
corded in the results. Fifteen of the 16 were operated 
upon. The unoperated upon patient was critically ill 
at the time of admission and succumbed before oper- 
ation could be carried out. Eleven of the 15 operated 
upon patients survived and 10 of these are still alive, 
the eleventh having been lost to follow-up. Three died 
during the immediate postoperative period. Of these, 
2 were moribund on admission both having malignant 
tumors, and the other expired 1 week after operation 
from a massive gastrointestinal hemorrhage. The 
fourth death occurred in a patient with a recurrent 
malignant tumor. All of the surviving patients have 
shown normal physical growth. Four have some de- 
gree of mental retardation. Follow-up studies have 
ranged from 9 months to 7 years. A high percentage 
of these patients have convulsive seizures. 

The relationship of this tumor and the associated 
hydrocephalus is discussed. In this series prompt and 
persistent relief of the hydrocephalus occurred in the 
11 successfully operated upon patients supporting the 
idea that overproduction of fluid by the tumor is the 
sole cause of the communicating hydrocephalus. 

— Robert G. Ojemann, M.D. 


Primary Cerebral Neoplasm Treated with Intra- 
carotid Injection of Triethylentiophosphoramide 
(Neoplasia cerebrale primitiva trattata con trietilentio- 
fosforamide per via endocarotidea). Rosperto La- 
RICCHIA, NARDO Ca.tvi, and ANNA Basevi. Chir. pat. 
sper., 1960, 8: 622. 


A 65 YEAR OLD MAN with a 6 month history of right 
hemiplegia, sensory aphasia, and intracranial hyper- 
tension was seen at the Milan Provincial Psychiatric 
Institute, Milan, Italy. A left carotidogram was sug- 
gestive of a parietotemporal glioblastoma. Since the 
patient refused operation, treatment with the intra- 
carotid injection of triethylentiophosphoramide was 
resorted upon. The antimitotic agent was adminis- 
tered in 4 installments of 50 mgm. each, given 6 days 
apart. A marked improvement was noted as early as 2 
days after the first injection. A left carotid angiogram 
taken 40 days after the end of the full course of treat- 
ment showed a completely normal vascular tree. The 
clinical improvement is still present 3 months after 
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completion of the treatment. The only side effect 
encountered was a marked leukopenia—550 white 
cells/cu. mm.—which appeared 4 days after the last 
injection of the antimitotic agent. This complication, 
however, was successfully treated with blood trans- 
fusions, vitamins, antibiotics, and antihistaminic 
preparations. 


— Maria Serratto, M.D. 


A Comparison of Supratentorial Intracranial Menin- 
giomas Operated upon with and Without Induced 
Hypothermia. Wyte McKissocx and Juien C. 
Taytor. Brit. J. Surg., 1960, 48: 155. 


THE RESULTs of operation for supratentorial meningio- 
mas in 60 patients operated upon under hypothermia 
are contrasted with those in 60 patients treated under 
normothermic conditions. Other aspects of the two 
groups were carefully matched. 
- The authors conclude that the use of hypothermia 
improves operative conditions, reduces intracranial 
tension, and limits hemorrhage. As far as smoothness 
of the postoperative course, morbidity, and mortality 
were concerned it conferred little advantage. 

The comparative statistics of the two groups follow: 


Normothermia Hypothermia 


RR ESE IRAE hele I! 20 
Female Decherd 40 
Location of tumor 
Parasagittal 
Crsticah 6.55. 
Pterional 
Subfrontal. . 
Sphenoid....... 
Suprasellar 
Subtemporal 
Mortality : 
Postoperative clot........... 1 


— Joseph Ransohoff, M.D. 
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Long-Term Follow-Up of Hydrocephalic Infants 
Treated by Operation. A. R. Taytor, J. R. Mitu- 
KEN, and P. P. Davison. Brit. M. 7., 1960, 2: 1356. 


Tue AutHors followed up 5 patients for a period of 8 
years after ventriculoperitoneal shunts were per- 
formed for communicating hydrocephalus. In spite of 
several revisions, all reached school age with I.Q.’s 
just over 100. The authors believe the aim of opera- 
tion is to protect the infant against a high intracranial 
pressure for 2 to 3 years. After this time the prognosis 
for normal survival appears to be good. They believe 
there is no definite criterion of operability; the thick- 
ness of the cortical mantle is not a reliable guide to 
the intellectual or emotional status of the survivors. 
— Joseph Ransohoff, M.D. 


Symposium on the Surgical Relief of Pain. (Text in 
German). W. Noorpensos, O. ScHAUMANN, T. 
Rrecuert, J. TALAIRACH, and Others. Acta neurochir., 
Wien, 1960, 8: Fasc. 2-3. 


Tuts issue of the Acta Neurochirurgica is devoted to 
the surgical relief of pain. Most of the articles are 
concerned with stereotaxic procedures. The 350 pages 
contained too much material to be adequately pre- 
sented as an abstract. Consequently, the articles will 
be listed and only briefly described. They are gener- 
ally good and well worth reading. 
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In the first article, Noordenbos discusses central 
pain and suggests that it may result from a state of 
imbalance between various types of afferent fibers. 
Surgical procedures, therefore, should be aimed at 
restoration of balance rather than at total destruction 
of afferent pathways. 

The pathophysiology of pain is considered by 
Schaumann in the next paper. 

Riechert briefly reviews high cervical cordotomy, 
medullary tractotomy, and mesencephalotomy. Ster- 
eotaxic mesencephalotomy and thalamotomy are dealt 
with more extensively. 

Talairach and associates discuss the rationale and 
results of excision of sensory cortex for the relief of 
pain and present their technique and results of stereo- 
taxic interruption of the sensory thalamic radiations. 
The results have been very encouraging. 

Frontal lobe operation is considered by Constans. 
He advocates the addition of neurophysiologic tech- 
niques such as response to stimulation and recording 
of evoked potentials to the surgical procedures cur- 
rently used. 

Bettag and Yoshida describe the results obtained 
in stereotaxic operations on 36 patients for the relief 
of pain. The results were all good for the period im- 
mediately after operation. However, this improve- 
ment was temporary in about one-half of the pa- 
tients. The best results were obtained in patients with 
painful amputation stumps. 

In addition to these articles, there are several other 
very brief papers on similar subjects in this volume. 

—Sanford Larson, M.D. 


Hypophysectomy and Section of the Pituitary Stalk 
in Cancer of the Breast (Hypophysectomie et section 
de la tige pituitaire dans le cancer du sein). J. Lz Beau. 
Ann. chir., Par., 1960, 14: 1253. 


THERE ARE THREE METHODS of hypophysectomy 
utilized for carcinoma of the breast. First, surgical 
removal of the entire hypophysis; second, section of 
the stalk of the hypophysis; and third, the destruction 
of the anterior lobe of the hypophysis by means of a 
radioactive substance. The first two methods seem 
to produce good results and the third has produced 
variable results in the few cases in which it has been 
used. Section of the stalk of the hypophysis is a simpler 
operation with a more benign postoperative course. 
Remissions after this operation are not as remarkable 
as after complete hypophysectomy. However, so few 
such operations have been performed that this point 
cannot be thoroughly evaluated. Remissions that 
follow hypophysectomy, which last for 15 months or 
more, occur in approximately 50 per cent of the cases. 
The authors performed this operation on 20 patients. 

When the stalk of the hypophysis is sectioned, there 
is necrosis of the gland which is limited to its central 
portion. In one of the author’s early cases there was 
regeneration of the stalk with reformation of vascular 
channels and reunion of the hypothalamus to the 
anterior lobe of the pituitary. In order to prevent this, 
the authors insert a polyethylene film or plate of 
acrylic resin. Not enough experience of these sub- 
stances has accumulated to determine which of these 
plastic materials is the best. 

—Frederick W. Preston, M.D. 
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Treatment of Pituitary Adenomas. GeorcE S. BAKER. 

Arch. Surg., 1960, 81: 842. 

For pituitary adenomas in the early phase, when only 
minimal visual involvement can be noted and the 
color of the optic discs is good, the treatment is careful 
and attentive radiation. The hyperfunctioning pitui- 
tary tumors of patients with acromegaly are more 
sensitive to radiation than the pituitary tumors of 
patients who do not have acromegaly. The problem of 
management is one of teamwork with the neurologist, 
ophthalmologist, endocrinologist, and neurosurgeon 
in constant attendance. 

When it is apparent that surgical intervention is 
necessary to preserve vision and relieve headache or 
signs of intracranial pressure, an arteriogram may 
help in excluding aneurysms or in visualizing the ex- 
tension of the pituitary tumor prior to craniotomy. 
Surgical removal of the pituitary mass followed in the 
postoperative period by radiation has contributed to 
our best surgical results. With careful medical and 
surgical management the lives and usefulness of the 
majority of patients with pituitary adenomas can be 
maintained for a number of years. 


Thalamic Surgery (Essais de chirurgie thalamique). 
P. WERTHEIMER, C. Lapras, and A, Lfévy. Neuro- 
chirurgie, Par., 1960, 6: 105. 


THE STEREOTAXIC TECHNIQUE used by the authors is 
described. The lesion is made with a loop leukotome. 
In addition to the anatomic localization, physiologic 
methods are used to insure the proper placement of 
the leukotome. This has been most useful when deal- 
ing with the ventralis posterior nuclei. Usually, spikes 
are recorded from these nuclei with peripheral stimu- 
lation. Less frequently, the patient experiences un- 
comfortable sensations when the nuclei are stimulated 
directly. The authors have found stimulation less 
valuable in the case of the ventrolateral nucleus. 
They have not observed a characteristic rhythm from 
this structure, and in only 1 patient did stimulation 
of ventrolateral nucleus appear to produce an effect. 

In 3 patients with choreoathetosis, the symptoms 
were abolished for a few months and then reappeared. 

Of 44 patients with Parkinson’s disease, 35 were 
improved and 9 were either unimproved or died. 
Two patients became hemiplegic, 8 had transient 
hemiparesis. In 2 patients temporary mutism devel- 
oped and 1 patient had a temporary hyperthermia. 
The best results were obtained when the involvement 
was predominantly unilateral. Five patients had oper- 
ations performed bilaterally and 2 of these died. 

Thalamotomy was performed on 4 patients in an 
attempt to relieve pain. Two of them continued to 
have pain, although they appeared indifferent to it, 
much as patients do who have had a lobotomy. The 
other 2 patients obtained relief of pain. 

—Sanford Larson, M.D. 


CRANIAL NERVES 


Acoustic Neuroma. Cuartes G. Drake. 7. Neurosurg., 
1960, 17: 836. 


To A PATIENT with acoustic neuroma, often the most 
distressing aspect is the facial paralysis. Anastomosis 
of the eleventh or twelfth cranial nerve to the facial 


nerve results in some return of function, but emotional 
expression often results in a grimace. 

Several authors have reported restoration of func. 
tion by grafting the facial nerve when it has been 
injured in the temporal bone. In the posterior fossa 
the glial cuff of the nerve extends 2.5 mm. from the 
pons. Distal to this the neurilemmal sheath begins, 
and the nerve is capable of regeneration. 

The author first planned a graft in a patient left 
with a 2 cm. segment of facial nerve from the pons 
after total removal of an acoustic neuroma. He subse- 
quently learned that Dott, in 1936, had successfully 
bypassed the temporal bone with a sural nerve graft 
after removal of an acoustic neuroma, and later 3 
other cases were so managed in which the nerve had 
been too extensively injured in the petrous bone to 
allow a local graft. 

With this information the author reopened the 
craniotomy and with a 5 cm. length of lateral femoral 
cutaneous nerve joined the facial nerve in the posterior 
fossa to the peripheral facial nerve just below the 
stylomastoid formen. In 2 further cases, the graft was 
anastomosed in the posterior fossa at the initial 
craniotomy and left coiled in the wound behind the 
tip of the mastoid process. Two to 3 weeks later the 
extracranial anastomosis was completed. The graft 
was shortened by making a gutter in the lateral floor 
of the posterior fossa at the first operation and remov- 
ing the tip of the mastoid when completing the anas- 
tomosis. In the fourth case it was possible to suture the 
nerve directly in the enlarged porus acusticus after 
removal of the posterior wall of the porus acusticus. 
All patients have shown a gratifying recovery of facial 
function with a useful degree of expression of emotion. 

The author finds the nerve by tilting the tumor 
upward near the porus during removal. The nerve is 
then followed centrally and separated from the tumor. 
The need for total removal of an acoustic neuroma is 
emphasized, and the nerve should be sacrified when 
necessary to achieve this goal. 

— Robert G. Ojemann, M.D. 


Contralateral Neurectomy in the Treatment of Facial 
Paralysis (Neurectomia contralateral en el trata- 
miento de la pardlisis facial). Jornce pE VeEccut, G. 
Mo .ter, and Friavio Sturva. Sem. méd., B. Air., 
1960, 67: 734. 


THE AUTHORS’ PRESENT OPERATIVE TECHNIQUE con- 
sists in an incision behind the angle of the jaw on the 
side opposite the paralyzed facial nerve, thus exposing 
the inferior pole of the parotid gland. As a rule it will 
not be necessary to dissect the external jugular vein. 
At this point it is easy to uncover the inferior ramus of 
the inferior trunk of the facial nerve which parallels 
the vertical ramus of the mandible and is quite close 
to it. This nerve ramus is resected for a distance of 1 
cm. 
This operation has given astonishingly good results, 
ridding the patient of the characteristic grimace of the 
facial expression with talking or laughing. However, 
certain disturbances persisted, especially the drawing 
of the mouth towards the nonparalyzed side under 
emotional stress. 

Recently, therefore, a more radial neurectomy was 
attempted on a patient, consisting in the section of all 
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the filaments of the inferior ramus of the facial nerve 
with the exception of those leading to the region of the 
eye. This dissection required the exposure of the space 
between the sternocleidomastoid and the digastric 
muscles, where the main trunk of the descending 
ramus of the facial nerve is encountered. 

This case is reported as a preliminary note. The 
detailed considerations, including the discussion of 
the anatomy of each of the mimetic muscles of the 
face with reference tc function and ennervation, can- 
not be reported here. The authors consider that the 
operation should give better results than any of those 
previously reported. — John W. Brennan, M.D. 


SPINAL CORD 


Experimental Studies on Flow of Cerebrospinal Fluid 
in Spinal Subarachnoid Space. Kunikazu SuHARA. 
Arch. jap. Chir., 1960, 29: 1091. 


Tue AUTHORS, by means of an ingenious series of 
experiments, carried out a series of studies on the flow 
of cerebrospinal fluid in the spinal subarachnoid 
space. Their animal preparations consisted of artifi- 
cially induced fluid blocks at cervical, thoracic, and 
lumbar levels associated with polyethylene shunts 
carried externally so that direction and amount of 
flow between the cerebrospinal fluid system and the 
isolated spinal system could be studied. 

Their conclusions, from a negative point of view, 
were those indicating that P%* has such a rapid 
exchange across the blood-brain barrier that it was 
inadequate to measure cerebrospinal or spinal sub- 
arachnoid fluid flow in any direction. From the other 
studies, however, they concluded that in the anes- 
thetized animal there was a slow but steady flow from 
the cranial cavity toward the lumbar sac. They esti- 
mated that in the dog this represented 0.3 c.c. per 
hour. The speed of flow was found to increase with the 
rise of cerebrospinal fluid pressure and, conversely, to 
fall with the decreased pressure. The rate of decrease 
gradually leveled off as the fall in pressure progressed. 
The speed of flow was also markedly influenced by 
changes in the body position, jugular compression, 
abdominal pressure, and changes in the osmotic 
pressure of the blood and body tissues. The more 
caudally located the blocked segment of the spinal 
subarachnoid space, the slower the cerebrospinal fluid 
flowed toward that segment. They demonstrated, 
however, that a significant flow still existed at the very 
caudal end of the spinal sac. 

The authors also were at a loss to explain a low 
degree of hydrocephalus which was found to develop 
in a relatively small number of the animals with a 
chronic cervical block. —Joseph Ransohoff, M.D. 


Effects of Flexion-Extension Movements of the Head 
and — Upon the Spinal Cord and Nerve Roots. 
J; . EID. 7. Neur. Neurosurg. Psychiat., Lond., 1960, 

: 214 


UsING AUTOPSY SPECIMENS, the author has investigated 
the effects on the spinal cord of flexion and extension 
of the head and neck. He has found that movement 
of the cord and dura does occur and is most pro- 
nounced between the eighth cervical and the fifth 
thoracic vertebrae. In flexion, the cord is also stretched, 
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most markedly between the second cervical and the 
first thoracic vertebrae. The anterior component of 
force exerted by the cord and dura under varying 
degrees of tension was measured and reached maxi- 
mum values of 30 to 40 pounds per square inch for a 
displacement of 3 mm. 

It is the author’s opinion that the effects produced 
on the cord and roots by movements and by stretch 
and also by pressure against the spinal canal and any 
projections within it play a part in the production 
of myelopathy and radiculitis. The possibility of vas- 
cular embarrassment from spondylotic protrusions is 
also considered likely. —Sanford Larson, M.D. 


Diagnosis and Treatment of Painful Neurological 
Disorders Caused by Spondylosis of the Lumbar 
Spine. JosepH A. Epstein. 7. Neurosurg., 1960, 17: 
991. 


NEUROLOGIC CHANGES due to spondylosis of the lum- 
bar spine have been the subject of only a few reports. 
The author presents 14 cases studied in detail and 
followed up for periods of 6 months to 7 years. Pa- 
tients with herniated discs in whom spurs were of 
secondary importance are not included. The ages 
ranged from 29 to 66 years with the majority of the 
patients in the fifth and sixth decades. In all, low back 
pain with radicular radiation into one or both lower 
extremities was the principal complaint. Neurologic 
symptoms and signs related to nerve root compression 
were encountered and 4 patients had changes in 
sphincter function. Plain roentgenograms of the spine 
revealed evidence of spondylosis, but it vas noted at 
operation that the extent of the ridge was not accu- 
rately revealed by the study. During myelography the 
oil would pool characteristically in the hollow of the 
vertebral bodies yielding a stepladder or ‘“‘wash 
board” effect. On the lateral roentgenograms a “‘tear 
drop” beaded profile was seen. The third, fourth, and 
fifth inner spaces were the sites most seriously affected. 

Prior to operation all of the patients showed in- 
creasing disability in spite of conservative therapeutic 
measures. At operation a decompressive laminectomy 
over multiple segments was carried out including the 
bony structures about the intervertebral foramen as 
well as removal of the underlying ridges when acces- 
sible. All degenerated disc material was also removed. 
In 3 patients a malformation with thickening of the 
laminas and closer approximation of the pedicles was 
encountered. In only 2 patients was there a small 
amount of disc material lying free in the vertebral 
canal. 

Postoperatively there was an early and at times 
striking relief of pain. Four patients were restored to 
their former activity. Four others returned to func- 
ional capacity with minimal restrictions. Three were 
improved but had restriction of activity because of 
persistent pain. Three patients were failures and could 
not be rehabilitated, 2 because of severe sphincter in- 
volvement and 1 with intractable pain. 

The mechanisms for the production of spondylosis 
and the anatomic features for producing neurologic 
symptoms are discussed. Much more study of this 
problem is needed to establish the appropriate surgi- 
cal measures required to improve the results. 

—Robert G. Ojemann, M.D. 
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PERIPHERAL NERVES 


Peripheral and Cranial Nerve Injuries Resulting 
from General Surgical Procedures, Stuart A. 
Scuneck. Arch. Surg., 1960, 81: 855. 


THE AUTHOR reports a number of nerve injuries re- 
sulting from operative procedures which in many in- 
stances were due to causes other than traction and 
pressure; occasionally the operation itself was a minor 
one yet a major neurologic defect resulted. 

Eight cases were selected to illustrate his plea for 
care during the primary operation and the early 
recognition of the nerve defect enabling reparative 
efforts to be instituted. 

In case 1 the hypoglossal and sympathetic nerves 
were injured during incision for a retropharyngeal 
abscess. A permanent Horner’s syndrome and atrophy 
of one side of the tongue resulted. In cases 2 and 3 
there were paralyses of the accessory nerve resulting 
from exploratory operations in the posterior cervical 
triangle. In case 4 there was section of the posterior 
tibial nerve during cannulation of the femoral artery. 
In cases 5 and 6 ligation of the femoral nerves oc- 
curred during procedures in the inguinal region, in 1 
case a radical vulvectomy and in 1 a simple hernior- 
raphy. In case 7 dysfunction of the ilioinguinal nerve 
appeared 16 years after a hernial repair. The correct 
diagnosis and a successful neurolysis were delayed. 
In case 8 an anterior interosseous nerve injury oc- 
curred secondary to cardiac catheterization. 

— Joseph Ransohoff, M.D. 


Tumors of the Peripheral Nerves (Tumori dei nervi 
periferici). S. Di Prerro and F. Lomonaco. Tumori, 
Milano, 1960, 46: 430. 


Tus stuDy was undertaken at the Medical and Surgi- 
cal Department of the National Institute for the Study 
and Treatment of Tumors in Milan, Italy. It concerns 
the anatomic, histologic, and clinical evaluation of 33 
cases of peripheral nerve tumors, 9 of which were 
malignant. ‘he purpose of the paper is to analyze the 
pathologic, clinical, and therapeutic aspects of this 
type of neoplasm. 

The authors suggest that the term neurilemmoma 
should be used for both capsulated and plexiform 
tumors and also for benign and malignant forms, being 
the most suitable term to express the common histo- 
genesis from the neuroepithelium. The authors believe 
that a clear cut separation between benign and malig- 
nant neurilemmomas is not possible and they point 
out the difficulty in assessing the malignant nature of 
such neoplasms both clinically and histologically. 

Two recurrences were observed among 24 cases of 
histologically benign neurilemmomas. One of the 
patients underwent a second operation and made a 
complete recovery, while the other one had a highly 
malignant course and died. Eight patients proved on 


microscopic examination to have malignant lesions 
and were operated upon but recurrences were observed 
in only 2. One of these had a second operation and 
is well after 4 years. The other showed a recurrence 
6 months after operation. _— Maria Serratto, M.D, 


SYMPATHETIC NERVES 


Catecholamine Metabolism in a Functional Neural 
Tumor. Rosert E. GREENBERG and Lytr I. Garp. 
NER. 7. Clin. Invest., 1960, 39: 1729. 


‘THE AUTHORS present a case of mediastinal ganglio- 
neuroma associated with increased excretion of 
urinary catecholamines. Clinically, the patient pre- 
sented a syndrome of chronic diarrhea of 1 year’s 
duration. Urinary catecholamine values returned to 
near normal levels after operative removal of the 
tumor in conjunction with cessation of symptoms, 
Evidence was obtained that the neoplastic tissue 
was incapable of forming the orthomethylated deriva- 
tives of catecholamines. The significance of this 
metabolic deficit and its relation to the clinical state 
awaits further delineation. — Joseph Ransohoff, M.D. 


Tumors of Sympathetic Origin (Les tumeurs d’origine 
sympathique). H. Ramiout, R. Crismer, A. Tuomas, 
and Cu. Dritze. Acta chir. belg., 1960, 59: 241. 


THE AuTHOoRs reviewed the classification, pathology, 
and clinical aspects of tumors of sympathetic origin. 
They presented 3 cases observed at the Beauregard 
Medical Center, Liége, Belgium. Two children had 
undifferentiated sympathicoblastomas. The 11 year 
old boy had an asymptomatic 1,800 gm. tumor in the 
transverse mesocolon and colon. The 5 year old boy’s 
tumor was in the right side of the chest. An explora- 
tory operation was performed but the tumor was not 
removed. Both boys had remissions after roentgeno- 
therapy, but later died. 

A 45 year old woman with epigastric pain and 
vomiting, who did not respond to either gastroenteros- 
tomy or subtotal gastrectomy, was found to have a 
5 by 7 cm. encapsulated retropancreatic paragangli- 
oma. One year after surgical removal of the tumor, 
she was still well. —George L. Potter, M.D. 


Clinical and Statistical Evaluation of the Results Ob- 
tained by Sympathectomy in 285 Cases of Various 
Peripheral Vascular Diseases. STANIsLAw Bocus- 
LAWSKI, STEFAN BANACH, and MEtTopy DaBRowskI. 
J. Neurosurg., 1960, 17: 824. 


‘THE AUTHORS ASSEss 285 of their 423 patients in whom 
sympathectomy has been performed. The patients are 
classified according to diagnosis and grade of improve- 
ment after sympathectomy. The authors recommend 
bilateral sympathectomy in most cases and regard 
impending amputation as an absolute indication. 
—Raymond Kjellberg, M.D. 
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SKIN AND SOFT TISSUES 


The Blood Supply of the Lips (Ricerche sulla vasco- 
larizzazione sanguifera delle labbra). G. Boccio 
Rosurti. Anat. chir., Rome, 1959, 4: 285. 


Tus ANATOMIC STUDY was conducted at the Institute 
of Anatomy of the University of Parma Medical 
School, Parma, Italy. 

The study was conducted on 30 cadavers of both 
sexes and all age groups, including newborns and 
premature newborns. The vessels of the lips were in- 
jected via the carotid artery and/or the jugular vein 
with radiopaque material, and anteroposterior films 
were obtained. In another series, the vessels were in- 
jected with neoprene latex 842 A and casts were ob- 
tained after maceration of the tissues. Each of the 
cases studied is reported in detail, and the frequent 
anomalies of the blood supply to the lips are pointed 
out. The article is richly illustrated, and 1 excellent 
color picture of the casts obtained with neoprene is 
also presented. This article will be of interest to the 
scholar of anatomy and, to a lesser extent, to the 
plastic surgeon. —Riccardo Benvenuto, M.D. 


Treatment of Squamous Cell Carcinoma of the Buccal 
Mucosa. JoHN B. Ericu, Lyte V. Kracu, and EpGar 
G. Harrison, JR. Am. 7. Surg., 1960, 100: 539. 


A sTuDY WAS MADE of 77 patients with squamous cell 
carcinoma of the buccal mucosa of the cheek treated 
at the Mayo Clinic from 1945 through 1954. All 
patients who received any form of treatment were 
included. 

A 5 year survival rate of 50 per cent of the patients 
who were followed up was obtained. 

Because of the difficulty in estimating the extent of 
the disease from the records and because of the small 
number of patients in each category of treatment, no 
strict conclusions could be drawn regarding the most 
effective method of treatment. 

In contrast to the many reported series in which 
radiation was the mainstay of treatment, most tumors 
in this series were removed by thorough electrocoagu- 
lation or excision, and cervical metastatic lesions'were 
removed by block dissection of the neck. In this un- 
selected series, the survival rate was as good as has 
been obtained with other methods. 


Transplantation’s Effect on Capillary Hemangiomas. 
— A. Jounson. Plastic & Reconstr. Surg., 1960, 26: 
30. 


IN THE SEARCH for the spontaneous regression of 
hemangiomas, the possibility of altering the hemangi- 
oma’s bed was investigated. In this study involving 2 
cases, full thickness skin grafts were taken from cap- 
illary hemangiomas and transplanted to a recipient 
area. There was no alteration of the hemangioma 
placed in the normal bed or of the normal skin which 
was placed on the hemangioma bed in exchange. 
This study is recorded to show the negative result of 
this investigation. —Carl Schiller, M.D. 
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Desmoplastic Fibroma. THomMas E. WuitEsIDEs, Jr., 
and Lauren V. ACKERMAN. 7. Bone Surg., 1960, 42-A: 
1143. 

THE AUTHORs present 3 unusual cases of desmoplastic 

fibroma encountered in the Department of Surgery, 

Washington University School of Medicine, Barnes 

Hospital, St. Louis, Missouri. 

Case 1 was that of a white female, aged 33, with a 
history of right shoulder pain for 9 years. The lesion 
involved the proximal one-third of the right humerus. 
Its tumefaction measured twice the diameter of the 
contralateral limb at the same level. Roentgenologic 
interpretation and the biopsy specimen compared 
favorably with a nonmetastatic well differentiated 
sarcoma. Approximately 1 week after the biopsy the 
tumor was extirpated with preservation of the neuro- 
vascular structures. The specimen disclosed destruc- 
tion of the head of the humerus with smooth muliti- 
locular, translucent, cystic changes throughout. Two 
and one-half months after excision of the tumor a 
fibular replacement was executed. Bone union, how- 
ever, failed to occur. Six and one-half years after the 
last operation very little disability with no tumor re- 
currence appears quite rewarding. 

Case 2 concerns a white female, aged 17, whose 
history revealed trauma and fracture of the left hu- 
merus 7 months previously. Roentgenographic studies 
showed a pathologic fracture of the proximal hume- 
rus, cystic changes compatible with unicameral bone 
cyst, and marginal trabeculation. Subsequent explora- 
tion and curettage of the lesion and filling of the cav- 
ity with autogenous iliac bone chips eventually ef- 
fected a bony union with no recurrence 1 year later. 

Case 3 was that of an 8 year old boy with pain in 
the right hip for 4 months. On roentgenographic 
studies an expanding osteolytic lesion of the ilium was 
diagnosed as aneurysmal bone cyst or hemangioma. 
Exposure of the tumor mass revealed the presence of 
desmoplastic fibroma. The lesion was curetted, iliac 
bone chips were grafted into the surgical defect, and 
consolidation was observed 13 months after opera- 
tion. A normal gait with no untoward physiologic defi- 
cit was achieved 21 months postoperatively. 

— Samuel Governale, M.D. 


Multiple Osteomatosis, Fibromas, Lipomas, and Fibro- 
sarcomas of the Skin and Mesentery, Epidermoid 
Inclusion Cysts of the Skin, Leiomyomas, and Mul- 
tiple Intestinal Polyposis. Rosert J. Gorin and 
Ananp P. CuHaupury. V. England 7. M., 1960, 263: 
1151. 


A WELL DEFINED SYNDROME consisting of multiple 
osteomas of the facial bones, sebaceous or epidermoid 
cysts of the skin, multiple polyposis of the large bowel, 
and desmoids or fibromas of the skin is described in 3 
families. The inheritance pattern appeared to be 
autosomal dominant. The infrequency with which 
this syndrome is reported does not, in the authors’ 
opinion, reflect its true incidence. Incomplete physi- 
cal examination (especially that of dental roentgenog- 
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raphy), the attempted brevity of case reports, and the 
purposeful deletion from scientific papers of what ap- 
pear to be incidental findings (epidermal cysts, 
fibromas, osteomas, and odontomas) are factors that 
may be responsible. If one carefully peruses the many 
case reports of familial multiple polyposis or adeno- 
matosis, a not insignificant number manifest postoper- 
alive partial or complete intestinal obstruction after 
intra-abdominal fibrosis. This is well illustrated by 
the authors. 

Knowledge of the existence of this syndrome adds 
immense importance to the “incidental findings,”’ for 
one or more signs almost always precedes the clinical 
manifestations of intestinal polyposis. The presence of 
multiple epidermoid inclusion cysts, fibromas, des- 
moids, or bony growths, especially of the facial skele- 
ton, should be a mandatory indication for roentgeno- 
graphic search for additional intestinal polyps just as 
much as a single rectal polyp. The discovery of multi- 
ple polyps or of any other component of the syndrome 
places the onus of responsibility upon the investigator 
to search the relatives of the patient thoroughly for 
the stigmas. As may be seen from the many case his- 
tories of familial adenomatosis, a negative report does 
not mean that polyps will not appear in the future 
years. Therefore, a program of periodic re-examina- 
tion of all persons whose parents had one or more of 
the stigmas is necessary. It is also important to inform 
the patient of the legacy with which he endows his 
descendants. —Ely Elliott Lazarus, M.D. 


Neuroblastoma, KyL_—E W. CHAPMAN and ALFRED 
SHERIDAN. Surgery, 1960, 48: 1101. 


THIRTY-THREE PATIENTS with neuroblastoma have 
been treated during the past 10 years at the Chil- 
dren’s Orthopedic Hospital, Seattle, Washington. 
The follow-up period extended for 14 months or 
longer and the authors consider that a 14 month sur- 
vival time in infants and children is equivalent to a 5 
year survival in adults. They conclude logically that 
neuroblastoma is not a common disease entity, for 
during the 10 year period only 33 cases were found 
among nearly 46,000 patients admitted, or 1 case in 
every 1,400 patients. 

Neuroblastoma is one of three related tumors aris- 
ing from the embryonal cells of the sympathetic 
nervous system and is the immature malignant form. 
Ganglioneuroma is a mature benign form and 
ganglioneuroblastoma is an intermediary or transi- 
tional form, with malignant characteristics. A rela- 
tionship between the degree of differentiation and the 
survival rate exists since it has been shown that there 
is a better chance for survival if the tumor is well dif- 
ferentiated. 

Neuroblastoma grossly appears as an irregular, 
coarsely lobular tumor with local areas of degenera- 
tion and calcification. Characteristically, the tumor 
invades locally and metastasizes widely to the lymph 
nodes, soft tissues, and skeleton. Extensive soft tissue 
invasion is uniformly fatal. 

It is most interesting to note that in this series there 
were 6 survivors with metastases to the lymph nodes, 
the skeletal system, or the liver who are alive and well 
after surgical treatment of their primary tumor. More 
than one-half of the survivors had a distant metastasis 


but all those who had multiple sites of metastases at 
the time of the original diagnosis died. Complete ex. 
cision of the primary tumor has led to regression and 
disappearance of the metastases with survival in 3 out 
of 4 instances. Partial excision or even biopsy of the 
primary tumor, leaving viable tumor behind, resulted 
in 5 survivals in 26 cases or slightly less than 20 per 
cent. The average age of the survivors in the series 
was less than 2 years when the diagnosis was estab- 
lished, and the average age of nonsurvivors was 4 
years. It appears that the site of the primary tumor 
affects the survival rate since the adrenal gland and 
retroperitoneal areas were the most common sites for 
occurrence of tumor and the prognosis was also poor- 
est in these cases. Those with mediastinal tumors sur- 
vived for longer periods of time. 

In this series operation alone was performed on 13 
patients and operation plus roentgenotherapy em- 
ployed in 19 patients. The authors believe that the 
surgical approach provided a 31 per cent survival 
rate and this rate was not materially increased with 
the addition of roentgenotherapy. 

— James H. Holman, M.D. 


Malignant Cutaneous Melanoblastoma (Essai d’étude 
étiologique et thérapeutique du mélanoblastome cu- 
tané malin). M. Darcent, J. Coton, H. DE Movr- 
cuEs, and M. Montoya. Ann. chir., Par., 1960, 14: 
1157. 


Tuts stupy reports on 243 patients with malignant 
melanoma, 15 of whom were followed up over a pe- 
riod of 5 years after therapy was initiated. Even though 
120 of the patients were males, the number of females 
surviving for 5 years after onset of the disease was 
greater. Lack of pigmentation in melanomas made 
the prognosis almost hopeless. Lymph node invasion 
reduced the 5 year survival from 35 per cent to 10.6 
per cent. Melanomas of the face, neck, and the distal 
end of the lower extremities had the most favorable 
prognosis. A traumatic etiologic factor, such as 
chronic irritation from belts or shaving, was noted in 
37 patients. 

Since it is impossible to excise all nevi, any sign of 
malignant degeneration such as increase in size must 
be watched for carefully. Physical examination and 
determination of the tumor spread, as well as the 
histologic appearance of the lesion will dictate the 
therapeutic approach. Lesions 2 cm in diameter with- 
out spread to the lymph nodes were most commonly 
curable. Excision of the primary lesion with regional 
node dissection presents the ideal therapy. This, of 
course, is not possible in every patient. Roentgeno- 
therapy and chemotherapy (aminopterin, thioTEPA) 
produced gratifying palliation in selected cases. Ex- 
tensive types of amputation or disarticulation should 
be considered only in rare cases. 

—Karel B. Absolon, M.D. 


Eleven Years’ Experience with egy for 


Malignant Melanoma. RALPH Bowers. Arch. 


Surg., 1960, 81: 752. 


MALIGNANT MELANOMA in children and young women 
and in locations such as the eye, head, and neck may 
respond to adequate surgical treatment with good 
survival and cure rates. Melanomas of the extremities, 
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especially if ulcerated, and those of the mucous mem- 
branes generally carry poor su-vival and cure rates, 
whereas gastrointestinal melanomas have a notorious- 
ly poor prognosis. 

In 1948, the author began offering the operation 
of quarterectomy to selected patients who would ac- 
cept this procedure at Kennedy Hospital, Memphis, 
Tennessee. All patients were males, 28 years of age 
and older. After an initial wide biopsy, several sur- 
gical pathologists studied each specimen, and the di- 
agnosis was confirmed in the amputated limb or at 
autopsy. Patients were divided into groups for cura- 
tive and palliative operations. In the former, the tu- 
mor appeared confined to the limb without regional 
lymphatic or distant metastases. There were no oper- 
ative deaths in the series of 17 patients. 

Three patients were placed in the group for cura- 
tive operations. Two who had lower extremity quar- 
terectomy have survived for 11 and 5 years, respec- 
tively. One patient with upper limb quarterectomy 
died 2 years after operation from metastases. Among 
the 14 patients placed in the palliative group, only 1 
is alive 6 years after a lower limb quarterectomy. 
Another patient survived almost 5 years after removal 
of the lower extremity, and may have died of causes 
other than melanoma. All other patients in the pal- 
liative group have died, although several received ex- 
cellent or good palliation and survived for a year or 
more after quarterectomy. There were no extensive, 
ulcerated, bleeding, or necrotic lesions on useless ex- 
tremities in any of these patients operated on and no 
patient died of purely local recurrences in the oper- 
ative site. 

The number of patients in this series is small and 
no claim is made that quarterectomy has offered 
more to the 2 “‘cured” patients than radical local ex- 
cision may have provided. The author does believe 
that the prognosis in melanoma of the lower extrem- 
ity is better than that of melanoma of the upper ex- 
tremity treated by any method. 

—Enmile L. Meine, Jr., M.D. 


Sacrococcygeal Teratomata in Children, K. Hatre- 
—_ and O. Knutrup. Acta. chir. scand., 1960, 119: 


THE AUTHORS review the surgical treatment of 9 pa- 
tients with sacrococcygeal teratoma. Such tumors are 
found in infants in the presacral or precoccygéal re- 
gion and may be small, pedunculated, large, or spread 
in all directions. The tumor is generally adherent to 
the rectum and may at times encircle it. The authors 
give the incidence of malignancy as 41.8 per cent 
including cases other than their own, but note that the 
incidence of malignancy increases with age, being 
only 22.2 per cent under the age of 3 months and 56.2 
per cent over the age of 3 months. Most of the patients 
are girls. 

Principal considerations in differential diagnosis are 
meningocele and spina bifida. Other rarer considera- 
tions are chordoma, ependymoma, hernia, and dupli- 
cation of the rectum. Rectal examination reveals the 
tumor to be growing upward into the pelvis, and 
roentgen examination may disclose calcification and/ 
or ossification. Large tumors can obstruct the rectum 
and urethra and they usually displace the rectum 


forward. When the tumor is large, ulceration of the 
skin is also found. 

The treatment is surgical and should be carried out 
regardless of the size of the tumor. The procedure is 
carried out under endotracheal anesthesia, with the 
child in a prone position and with a sandbag under 
the hips. The incision is a large transverse one, slightly 
curved with the convexity facing upward, and placed 
at the upper border of the tumor. The incision is 
carried to the fascia. Thin attenuated muscle must 
not be disturbed or removed. The coccyx is removed 
in toto with the tumor. The tumor usually adheres 
to the rectum and is separated by sharp and blunt 
dissection. A previously placed vaseline pack in the 
rectum aids in identification. As a rule the tumor can 
be stripped from the rectum, but the anus is displaced 
far anteriorly by tumor. When the tumor and re- 
dundant skin have been excised, the levatores ani and 
the sphincter must be attached to the presacral fascia. 
The wound is drained. Occasionally a transabdominal 
approach will be the one better suited according to 
the particular situation of the tumor. 

—Carl H. Calman, M.D. 


PLASTIC REPAIR 


Study and Use of Synthetic Materials, Such as Sili- 
cones and Teflon, as Subcutaneous Prostheses, 
James Barrett Brown, Minot P. Fryer, and Davip 
A. Oxtwiter. Plastic & Reconstr. Surg., 1960, 26: 264. 


As A RESULT of 12 years of laboratory and clinical 
investigation on the use of various synthetics and ad- 
juncts in reconstructive surgery, the authors have 
come to the following conclusions. 

Silicones and teflon have many advantages in that 
they are easy to procure, require no other operations 
or bank storage, and may be shaped as needed. They 
are not antigenic and cause minimal tissue reaction. 
The materials are homogeneous and do not warp or 
break, if designed as needed; they do not erode, cal- 
cify, or bend as cartilage may; they are inexpensive 
and can be repeatedly sterilized and used secondarily. 
Silicone and other unit cell sponges need slow cooling 
in the sterilizer for at least 5 minutes. 

Polyvinyl alcohol sponge has some of the advan- 
tages of silicones and teflon and has been useful. It 
takes on a sort of living quality of dense fibrous in- 
filtration but becomes a dense mass without much 
resiliency. Further development and use of sponge 
that is soft when dry with fine cells and less dense 
infiltration is in progress. 

The problems in use and retention of open cell 
sponges are multiple for infection, shift, trauma, and 
dense infiltration. It is best to make full appraisal of 
the difficulties to each patient and his family. 

Tumor formation has been very carefully studied. 
In small animal investigation only one fibroma near 
a polyvinyl alcohol implant has been found in nearly 
300 laboratory observations. There have been no 
tumors reported in the clinical use of synthetics, in- 
cluding hundreds of blood vessel replacements. A 
point of importance is that none of the synthetics has 
been followed through a full human life cycle and the 
final answer is not yet available. 

—Carl Schiller, M.D. 
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BREAST 


Mammary Discharges (Leitsymptom: Ausfluesse aus 
der Mamma) Cu. M. Gros. Miinch. med. Wschr., 1960, 
102: 1973. 


A SHORT REVIEW of the anatomy, histology, and phys- 
iology of the breast precedes the discussion of mam- 
mary discharges. The ovary plays a large role in the 
development of the breast from birth to puberty. 
Cyclic changes taking place in the breast after puberty 
are partially controlled by the hypophysis. Mammary 
secretions may be divided into two large groups: 
those of functional origin without tumor development 
in the breast and those due to breast alterations caused 
by benign or malignant tumors shown roentgeno- 
graphically as malformations, defects, and irregu- 
larities of the lactiferous duct. 

Fernandez found secretions in 20 to 30 per cent of 
the mastopathies which occur with or without preg- 
nancy. The cause for galactorrhea outside of preg- 
nancy lies not in the breast, but in the neuroendocrine 
processes that activate the breast. Such secretions can 
be produced by thoracic burns after thoracoplasty, 
by pneumectomy, ovarian disorders, syringomyelia, 
tabes dorsalis, diabetes, malnutrition, and irritation 
of the nipple. 

Nonmilky discharges can occur during the entire 
life span of the female. They can be purulent, creamy, 
serous, or bloody and cytologic study is usually re- 
quired to determine their exact nature. Purulent se- 
cretions are found in acute and chronic mastitis, and 
the creamy discharge is found in all mastopathies. 

After the usual clinical examination, which should 
include a history, regular roentgenograms are taken 
using the soft technique. Mammography is performed 
by injecting a contrast medium into the duct system. 
This latter procedure serves a twofold purpose in that 
it allows the secretion to flow out afterward. Electro- 
phoresis of the mammary secretion allows one to 
obtain a proteinogram which can be a serum type or 
milk type. Cytologic studies can be performed on 
material obtained from the duct by curettage or on a 
smear of the secretion. In many cases the material is 
devoid of cells, whereas in others various large cells 
can be seen. 

The author performed mammography on 118 pa- 
tients with mammary discharge. Their ages ranged 
from 21 to 75 years, the average being between 41 and 
55 years. Bilateral discharge was encountered in 23 
patients. The most common type of discharge was the 
bloody type, occurring in 55 per cent of the series. 
Ductal enlargement was diagnosed in 33 cases, benign 
intracanalicular proliferation in 32 cases, carcinoma 
in 18 cases, and terminal cysts in 7 cases. 

—Andrew P. Adams, M.D. 


Experiences in Breast Cancer. FRANK E. Anbar. 
Proc. R. Soc. M., Lond., 1960, 53: 895. 


THE DISTINGUISHED AUTHOR has had experience with 
an unusually large number of cases of breast cancer 
through his unique connection with the inception, 
development, and growth of the Breast Service of the 
Memorial. Hospital, New York, New York over a 
period of nearly 33 years up to 1 January 1960. His 
vast experience is based on 62,837 cases of which 


22,136 were malignant and 40,701 benign, 10,108 
radical mastectomies performed by others, 15,849 
local excisions, and 5,499 radical mastectomies per. 
formed personally by the author during the past 40 
years. 

Survival after radical mastectomy has shown steady 
improvement as indicated by the doubling of the 5 
year cure rate since Halsted reported 30.8 per cent for 
his 5 year over-all cure rate in 1907. In 1960, Anglem 
of Boston reported a 5 year salvage of 66 per cent. He 
and his colleagues, incidentally, have completed a 
study showing that 92 per cent of the patients survived 
5 years or more if they had radical mastectomy within 
a week of having noted their tumor. The cure rate was 
70 per cent for those operated on within a month, 62 
per cent within 3 months, and 47 per cent within 6 
months. This impressive study reiterates the im- 
portance of quick decision on diagnosis and operation 
and, by inference, the importance of recent intensive 
education of the public on the signs of cancer. 

Each year in the United States there are 60,000 
new cases of breast cancer. Until 15 years ago, the 
salvage of the operable material was about 55 per 
cent, or 33,000 cases. Recent reports now indicate 
that there is an increase in the salvage of approxi- 
mately 9 per cent, indicating that 5,400 additional 
patients are now being salvaged per year. Signifi- 
cantly, it is evident that patients are presenting them- 
selves for treatment earlier than ever before. Those 
patients having axillary involvement are less in num- 
ber than previously. The development of the super- 
radical mastectomy by the author’s associate, Jerome 
Urban, in 1952 has cut down local recurrences to 
one-third. Superradical mastectomy infers that in 
addition to the tissue removed in a regular radical 
mastectomy, the costal cartilages from the costo- 
chondral junction to and including 1 centimeter of 
the edge of the sternum, and extending from the sec- 
ond to the fifth rib, inclusive, are included in one 
single flat chest-wall flap. This procedure removes the 
internal mammary lymph chain, together with the 
artery and vein, lying on the posterior surface of the 
chest wall, and the defect is covered with a fascia lata 
graft. As of 1 April 1960, Urban was able to report on 
370 superradical mastectomies and of these opera- 
tions, 160 had been performed more than 5 years 
previously. Of the 160 patients, 33 per cent had in- 
ternal mammary node involvement, 55 per cent had 
axillary node involvement, and 28 per cent (44 pa- 
tients) had both internal mammary and axillary in- 
volvement, of which 16, 36.3 per cent, have survived 
more than 5 years. 

The en bloc radical mastectomy is usually reserved 
for those individuals whose primary lesion is in the 
medial half of the breast, nearest to the internal mam- 
mary chain, as well as for those in whom the primary 
lesion is in the nipple area from which the lymphatic 
spread is in every direction. The mortality rate has 
been negligible. The over-all recurrence rate is about 
8 per cent, since by the complete removal of the in- 
ternal mammary chain the local recurrence caused by 
extension upward into the skin from the involved 
internal mammary chain is largely eliminated. 

As a result of disappointment in the end results of 
radical mastectomy coupled with “trick” statistical 
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reports of good end results by minimum surgical pro- 
cedures, we are going through an unfortunate phase 
of down-grading early diagnosis and early, adequate 
treatment. Recent reports of an unwarranted pessi- 
mistic character indicate that no matter what pro- 
cedure is carried out, be it simple or radical mastec- 
tomy, whether by men of skill or not, whether metas- 
tasis is by widespread “‘showers” or the more orderly 
and usual process, the results are approximately the 
same—bad. The author succintly and sagely states 
that this phase will eventually pass. 
— James H. Holman, M.D. 


A Review of Simple Mastectomy for Carcinoma and 
Fibrocystic Disease. W. Scott Smirn and Epwarp F. 
Scanton. Q. Bull Northwest. Univ. M. School, 1960, 34: 
306. 


Tuis is A STUDY of simple mastectomies performed at a 
general hospital over a period of 10 years. A total of 
115 simple mastectomies were performed. Fifty of 
these were carried out for fibrocystic disease and 63 
were performed for carcinoma. The average age of 
the patients in the carcinoma group was 71 years. 
The indications for simple mastectomy were age 
alone and age plus medical status. These two groups 
accounted for the indications in about 66 per cent of 
the cases. Ten of the patients were operated on for 
cure, and 6 have survived 5 years or longer. It is 
interesting that the age in this group is less than the 
over-all average of the whole group. 

The 5 year survival of the total series of patients 
was 33 per cent. In cases in which no nodes were 
found involved, the survival increased to 39 per cent. 
An inverse relationship was found between the 5 
year survival and the age of the patient. Most of the 
older patients died of their disease rather than of con- 
current disease processes. The frequency of simple 
mastectomy for fibrocystic disease has decreased very 
markedly over the past 4 years of this study. 

—R. L. Lawton, M.D. 


The Use of Hypotensive Anesthesia in Radical 
Mastectomy. RicHARD N. Moerscu, Rosert T. 
A and O. THERON CLAGEtTT. Ann. Surg., 1960, 

: 99. 


HyPOTENSIVE ANESTHESIA by means of ganglionic 
blockade was employed with radical mastectomy in 
197 cases. These operations were compared with 129 
radical mastectomies performed under normotensive 
anesthesia. An increase in the visibility and ease of 
surgical procedures and a decrease in the loss of blood 
and need for transfusion constituted the major ad- 
vantages of the technique. No increase in complica- 
tions, morbidity, or mortality was observed in this 
series of patients. 


Preoperative Radiation for Cancer of the Breast (Zur 
Vorbestrahlung des Brustdruesenkrebses). W. Wipow 
and R. Huser. Chirurg, 1960, 31: 451. 


Tue aurHors hold that the increased survival rate in 
recent series of treated breast cancer patients is due 
predominantly to earlier diagnosis of breast cancer 
than formerly. The proportion of patients who, when 
first seen, have small tumors without lymph node 
metastases has increased steadily. Patients come for 


treatment while their disease is localized, and their 
prognosis is intrinsically better than formerly. 

Preoperative radiation for carcinoma of the breast 
has been presumed to have a beneficial effect by de- 
vitalizing tumor tissue, by destroying lymphatic ves- 
sels, by destroying or adversely affecting occult me- 
tastases, or by combinations of these effects. In order 
to assess critically whether there is any basis to the 
statistical comparisons which have been interpreted 
to indicate that preoperative radiation is effective, 
the authors have reviewed most of the numerous 
articles that deal with the results of treatment for 
carcinoma of the breast. In reports which compare 
series of patients treated by radiation before operation 
with patients treated solely by radical mastectomy, 
the series are usually skewed in that, at the beginning 
of the series, more patients were treated by surgical 
intervention alone and at the end of the series, more 
patients were given the combined treatment. The dif- 
ference in survival in such series cannot be attributed 
to the difference in treatment. Such comparisons 
simply refiect the generally improved survival of 
treated breast cancer patients. Other reports, in which 
survival of patients recently treated by both radiation 
and operation is compared directly with survival in 
old series treated by operation alone, are even more 
misleading for the same reason. 

Their review leads the authors to conclude that 
there is no compelling reason to believe that preop- 
erative radiation increases the chance for cure in pa- 
tients with carcinoma of the breast 

—Elmer V. Dahl, M.D. 


Carcinoma of the Breast Followed by Pregnancy. 
Rosert N. Brown. Surgery, 1960, 48: 862. 


IT HAS BEEN ESTIMATED that nearly 10 per cent of all 
cancers of the breast develop in women during their 
childbearing years and that approximately 2.8 per 
100 patients with carcinoma of the breast have preg- 
nancies either associated with carcinoma of the breast 
or occurring after initial treatment. 

This report summarizes the author’s experience 
with 20 patients treated for cancer of the breast who 
subsequently became pregnant. Eighty per cent of 
these patients showed no evidence of node metastases 
and the cancer was classified as stage I. Ten of the 
patients had a radical mastectomy only, 6 had a radi- 
cal mastectomy followed by irradiation, 1 had pre- 
operative irradiation followed by radical mastectomy, 
and 1, because of the small size of the lesion, was 
treated by simple mastectomy alone. However, she 
eventually died of her disease. Two patients were 
treated primarily with radiation techniques. The 20 
patients had a total of 30 pregnancies. Of these pa- 
tients, the author reports that 65 per cent of the 
patients with stage I lesions were alive at 5 years and 
45 per cent at 10 years. Of the patients with stage IV 
lesions, 2, or 10 per cent, were alive at 5 years and 
5 per cent at 10 years. —Alan Thal, M.D. 


Treatment of Advanced Mammary Cancer with 38, 
178-Androstanediol. M. J. BRENNAN, V. L. BECKETT, 
J. E. Kety, and G. Beranzos. Cancer, 1960, 13: 1195. 


38, 178-ANDROSTANEDIOL is effective in the suppres- 
sion of advanced cancer of the breast in postmeno- 
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pausal women. How it actually compares with testos- 
terone propionate will have to await more extensive 
studies. 

In this double blind study, 3 regressions occurred in 
21 patients given androstanediol and 2 regressions 
occurred in 23 patients given testosterone. 

Androstanediol appears to be less masculinizing 
than is testosterone propionate. 

— John F. Maloney, M.D. 


Angiosarcoma of the Breast. Kenr W. BARBER, JR., 
Epcar G. Harrison, O. THERON CLAGETT, and 
JosepH Hype Pratt. Surgery, 1960, 4& 869. 


To onty 20 well-documented cases of angiosarcoma 
of the breast cited in the literature, the authors add 
2 cases (1) that of a 47 year old woman who was 
treated surgically for metastasis from a mammary 
tumor and who died with metastasis 50 months after 
onset of the disease; and (2) that of a 32 year old 
woman in whom the tumor was limited to the breast 
and who was treated by the operation of simple 
mastectomy. 

The type of therapy for angiosarcoma of the breast 
does not seem to influence the almost invariably fatal 
course of the disease. Apparently the only hope for 
a patient with this disease lies in earlier detection of 
the tumor and adequate therapy, usually simple 
mastectomy, before metastasis by way of the blood 
has occurred. 


Carcinoma of the Breast in the Male (Contributo allo 
studio dei tumori maligni della mammella maschile), 
R. Berconzint, M. Catzavara, and C. Canosgi, 
Cancro, Tor., 1960, 13: 155. 


TEN CASEs of carcinoma of the breast in male patients 
observed at the University of Modena Medical 
School, Modena, Italy, form the material of this 
article. According to the classification of Payson and 
Rosh, in 5 cases the tumor was in stage I and in the 
remaining 5 it was in stage II. Therefore, all were 
resectable and all patients underwent operation. A 
radical mastectomy was performed in 6 cases; in 4 
instances a simple mastectomy was performed, In all 
cases the diagnosis of carcinoma of the breast was 
achieved by biopsy before the main operation. All 
patients were referred to the roentgenologist for post- 
operative radiation therapy, but 2 of them refused 
this type of treatment. The 8 patients submitted to 
roentgen-ray therapy received an average dosage of 
4,500 r. 

Of the 8 patients receiving radiation therapy, 2 
died shortly thereafter. The remaining 6 were still 
alive and well at 5, 5, 3, 1.5, 1, and 1 years, respective. 
ly, after operation. It is interesting to note that 1 of 
the 2 patients who refused postoperative roentgen-ray 
treatment was still alive and well 10 years after oper- 
ation. The authors emphasize the importance of post- 
operative radiation therapy in this type of malignant 
tumor. —Riccardo Benvenuto, M.D. 
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CHEST WALL 


Desmoid Tumor of the Chest Wall. E. R. Jones and 
A. GotesBiowskI. Brit. M. 7., 1960, 2: 1134. 


Tue TERM “desmoid tumor” is generally applied to 
a group of hard fibromas usually arising in the apo- 
neurosis of the rectus abdominis muscle. Since most 
of the cases occur in parous women, injury is ordi- 
narily accepted as the etiologic agent; however, tu- 
mors arise in children of both sexes and in cases in 
which there does not appear to have been any pre- 
existing injury. These nonencapsulated nodular masses 
exhibit infiltrative properties, but metastases or sar- 
comatous changes have not been recorded, although 
recurrence after incomplete excision is not infrequent. 
Since extra-abdominal ‘desmoids are rare, this report 
of 2 thoracic desmoid tumors is of interest. 

In the first patient, the roentgenographic detection 
of a round opacity in the right lower thorax was 
preceded a year before by a bruise to this area. A 
solid tumor was found in the chest wall arising from 
the intercostal muscle. 

In the second case, as in the first, there was pre- 
ceding trauma and the tumor again appeared to arise 
from an intercostal muscle bundle. A second opera- 
tion was required in this patient, however, because 
of a recurrence of the desmoid in adjacent bone, car- 
tilage, and muscle. Both tumors conformed histologi- 
cally to the accepted pattern of a desmoid tumor with 
interlacing bundles of fibrous tissue infiltrating into 
adjacent structures and producing atrophic changes 
in these tissues. Neither lesion showed evidence of 
sarcomatous change, and so far there has been no 
evidence of metastasis. Both patients were multiparous 
but postmenopausal. —Stuart L. Scheiner, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Penetrating Injuries to the Chest. A. Ricuarp Gray, 
Witu1am H. Harrison, Jr., Cectt M. Covuves, and 
Joun M. Howarp. Am. 7. Surg., 1960, 100: 709. 


THE CASE HISTORIES of 769 patients treated for pene- 
trating injuries of the chest during the 10 year period 
from 1948 to 1958 were reviewed. Ninety-six per cent 
of the patients had either a hemothorax, a pneumo- 
thorax, or both. 

The principal considerations in the management of 
these chest injuries were first, the treatment of shock; 
second, the restoration of normal cardiorespiratory 
function; and third, the treatment of any complication 
or sequelae encountered. After appropriate measures 
had been taken for treating shock, the most important 
principle in the management of these injuries is the 
early, and, if necessary, repeated or continuous aspira- 
tion of fluid and air from the pleural cavity. Repeated 
clinical and roentgenographic examinations are ad- 
visable for the purpose of following up the pathologic 
changes which take place in the intrathoracic region. 

Fifty-nine per cent of these patients required either 
aspiration or the insertion of an intercostal tube. One 


hundred and eighty-six required the insertion of an 
intercostal drainage tube with a water seal. In addition 
to the usual indications for intercostal tube drainage, 
the authors found this step advisable in the prepara- 
tion of any patient with a thoracoabdominal injury 
prior to laparotomy. 

In this series of 769 patients there was a 3.8 per cent 
mortality in those patients with an associated non- 
thoracic injury, and a 0.9 per cent mortality in pa- 
tients with no associated injury. The incidence of em- 
pyema in those patients treated with a thoracotomy 
tube was 10.2 per cent, and the total incidence of 
empyema in the entire group was 3.3 per cent. Nine- 
teen patients required thoracotomy, 13 of which were 
immediate and 6 of which were delayed. 

—Frank 7. Milloy, M.D. 


Severe Nonpenetrating Injuries to the Chest. WiLLIAM 
H. Harrison, Jr., A. RicHARD Gray, Ceci M. 
Covuves, and Joun M. Howarp. Am. 7. Surg., 1960, 
100: 715. 


A sEriEs of 216 patients hospitalized for treatment of 
severe nonpenetrating injuries to the chest complicated 
by flail chest, hemothorax, pneumothorax, atelectasis, 
or intrapulmonary hemorrhage is presented. The fact 
that these were largely crushing injuries with a greater 
incidence of associated nonthoracic injuries was 
thought to account for the higher mortality rate than 
was observed in a similar series of penetrating injuries 
to the chest. 

The most frequent cause of severe nonpenetrating 
injuries to the chest was automobile accidents, account- 
ing for 63 per cent of the cases. 

The mortality rate for this entire group of 216 pa- 
tients with severe nonpenetrating trauma to the chest 
was 22 per cent. Roughly, half of the patients had 
associated major nonthoracic injuries, and the mor- 
tality rate in this group was 38 per cent, whereas the 
mortality rate among patients with no associated 
extrathoracic injuries was only 7 per cent. 

The treatment in general was conservative, con- 
sisting, when indicated, of thoracentesis, closed thora- 
cotomy drainage, bronchoscopy, tracheostomy, skeletal 
traction, and mechanical respiration. Open thora- 
cotomy was indicated in only 3 of the 216 patients. 
Tracheostomy and bronchoscopy were used more fre- 
quently in the later years of the study. 

—Frank 7. Milloy, M.D. 


Bronchoscopy and Bacteriemia. SHELDON Oscar 
Burman. 7. Thorac. Cardiovasc. Surg., 1960, 40: 635. 


Boop was cultured from 52 afebrile patients under- 
going bronchoscopy at Glenn Dale Hospital, Glenn 
Dale, Maryland. The specimens were taken just be- 
fore the procedure and 10 minutes, 2 hours, and 4 
hours later. Forty-six per cent of patients were noted 
to have 1 to 3 degrees of fever 4 hours after bronchos- 
copy. Eight of the 24 patients having fever showed a 
positive blood culture. None of the afebrile group 
showed this phenomenon. 
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The organisms isolated were alpha and gamma 
streptococci, hemolytic Staphylococcus albus, and 
Escherichia coli. 

A program of oral hygiene and antibiotic prophy- 
laxis is urged for patients with congenital or acquired 
cardiovalvular disease in whom bronchoscopy is 
contemplated. — James §. Conant, M.D. 


Initial Bleeding from the Lungs (Ueber die initialen 
Lungenblutungen). R. BERcHToLD and G. KaLiam- 
PETSOS. Schweiz. med. Wschr., 1960, 90: 967. 


THE AUTHORS reviewed the cases of 230 patients who 
were seen between 1954 and 1958 at the Surgical 
University Clinic at Marburg, Germany because of 
bleeding from the lungs. The causes of the hemoptysis 
were as follows: bronchial carcinoma, 105; adenoma 
of the bronchus, 6; tuberculosis of the lungs, 38; 
bronchiectasis, 10; mitral stenosis, 34; chronic pneu- 
monia and middle lobe syndrome, 10; abscess of the 
lungs and gangrene, 17; cyst of the lungs and medias- 
tinal cysts, 4; and foreign bodies, 6. One typical case 
of each group is described, but detailed data are not 
given. 

Brunner has stated that hemoptysis may be the first 
symptom of serious morphologic changes; the authors 
have reviewed their cases in this respect. 

—Frank R. Lichtenheld, M.D. 


Pneumothorax in Infants and Children. W. RALPH 
Deaton, JrR., and Owen W. Doyte. South. M. 7., 
1960, 53: 1487. 

PNEUMOTHORAX rarely occurs in infants and children. 

The incidence in the newborn is estimated to vary 

from .07 to 1 per cent. The etiologic agents are essen- 

tially the same as in pneumothorax in the adult. 

Cyanosis, tachycardia, and dyspnea are the com- 
mon signs of pneumothorax. Roentgenographic ex- 
amination is the only reliable diagnostic agent and 
should be used promptly whenever the condition is 
suspected. 

Treatment varies with the degree of pneumothorax 
and its effect on the child. Unilateral pneumothorax 
of less than 25 per cent usually requires no treatment. 
Pneumothorax of greater degree than 25 per cent will 
usually respond to aspiration. Interrib thoracotomy 
with water seal drainage is the treatment of choice for 
tension pneumothorax and may be needed in doubtful 
cases as well. 

Variations in the cause and the individual methods 
of management is well illustrated with 7 case reports. 
Results are excellent if treatment is prompt and ade- 
quate. —Donald C. Geist, M.D. 


Intrathoracic Goiter. KARL-AxEeL RuieEtz and BENcT 
WERNER. Acta chir. scand., 1960, 119: 379. 


Because of the difficulties in surgical approach, the 
subject of intrathoracic goiter continues to interest 
surgeons. The authors describe their experience with 
48 cases of intrathoracic adenomatous goiter, 12 of 
which were located in the posterior mediastinum. 
Those found in the anterior mediastinum were lo- 
cated anterior to the recurrent nerve, innominate 
vein, and innominate and subclavian arteries. In all 
12 cases in which it was located in the posterior 
mediastinum the goiter was situated on the right side. 


This fact is explainable by the presence of a barrier 
created by the left innominate vein and the vessel; 
radiating from the aortic arch, which prevent entry 
into the left posterior mediastinum. 

Symptoms were present in 34 of the 48 patients, 
Predominant among the symptoms were those caused 
by deviation or compression of the trachea. None of 
the posterior mediastinal goiters was associated with 
palpable thyroids in the neck. Pressure exerted by 
these substernal goiters on the venous drainage from 
the anterior portions of the chest and neck was often 
evidenced by dilated jugular veins and, in 1 case, 
facial edema. 

Roentgenographic evaluation of these mediastinal 
tumors showed that all were associated with motion 
of the mass during swallowing movements. Another 
important point of differentiation of posteriorly 
placed masses was the displacement of the esophagus 
in all 12 posterior mediastinal goiters. Further pro- 
cedures which may aid in making the diagnosis in- 
clude venography or angiography, scintigraphy, 
bronchoscopy, or occasionally needle biopsy. 

The operative approach employed in 30 instances 
was solely by a cervical incision. In the other 18 cases 
various combinations of sternal splitting, cervical, and 
thoracotomy incisions were used, either singly or in 
combination. In determining the approach to intra- 
thoracic goiters the following points must be kept in 
mind. Virtually all goiters in the anterior mediasti- 
num can be approached through cervical incisions. 
Even large adenomatous goiters can be removed in 
this way with the morcellation technique. If, because 
of technical difficulty, the goiter cannot be removed, 
a sternal splitting incision can be made and the exci- 
sion accomplished. Posterior mediastinal goiters are 
best removed through a right thoracotomy incision 
because these goiters are relatively inaccessible when 
a cervical or a sternal splitting incision is employed. 
Furthermore, the presence of direct arterial branches 
to the goiter from the aorta or the other mediastinal 
vessels makes the thoracic approach desirable. 

— John W. Braasch, M.D. 


Dumbbell Bronchogenic Cysts, Exvtiotr C. Lasser, 
Radiology, 1960, 75: 748. 


Two cases of dumbbell bronchogenic cysts are re- 
ported. These unusual cysts are thought to be of 
developmental origin and appear to fall somewhere 
between simple bronchogenic cysts and congenital 
cystic bronchiectasis. 

In the first case, the cyst appeared as two closely 
situated pulmonary nodules on a routine chest film. 
At thoracotomy the cyst was found to be entirely 
within the substance of the posterior segment of the 
right upper lobe. It consisted of a larger and a smaller 
cystic collection with an intervening communication. 
There were no associated abnormal vessels or com- 
munication with the tracheobronchial tree. The 
second cyst was also discovered incidentally; however, 
it was associated with wheezing, occlusion, and dis- 
tortion of segmental bronchi and obstructive emphy- 
sema of the affected segments. Bronchoscopy showed 
significant narrowing of the right intermediate stem 
bronchus. This dumbbell cyst was found to extend 
from the medial aspect of the medial basal bronchus 
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to within a short distance from the pleural surface. 
Again, no bronchial communication was demon- 
trated. 

: Both cysts appeared roentgenographically as two 
separate, well outlined, homogeneous, adjaceni pul- 
monary nodules. Their location and sharply circum- 
scribed nature suggested that they did not represent 
enlarged parabronchial nodes. The lack of anthra- 
cotic pigment in the emphysematous lobe associated 
with the second case suggests longstanding bronchial 
compression and perhaps some congenital abnormali- 
ties of pleural segmentation. The precise relationship 
of these cysts to pulmonary sequestration is, however, 
unknown, according to the author. 

— Stuart L. Scheiner, M.D. 


The Value of Periodic Mass Chest Roentgenographic 
Surveys in the Detection of Primary Bronchial 
Carcinoma in Norway. HERMAN HoGsr. Cancer, 1960, 
13: 1167. 


Tuis 1s an excellent study of the place of mass periodic 
chest roentgenography in diagnosing bronchogenic 
carcinoma. All the pertinent data are set forth in a 
series of tables and figures. Frequent roentgenographic 
examination of the chest has been carried out in Nor- 
way for a number of years. The observations set forth 
in this paper cover the period from 1952 to 1956. 
During this time 965 cases were studied. Nearly 10 
per cent of new cases of bronchogenic carcinoma were 
detected by chest roentgenograms. About 30 per cent 
of patients in this latter group had symptoms. The 
resection rate was higher in those cases detected by 
roentgenograms of the chest. It would seem also that 
these patients were in an earlier stage of development 
because lobectomy could be performed quite fre- 
quently in these cases compared with cases found on 
the basis of symptomatology. The life expectancy in 
the survey patients and in the other patients was 
about the same. In those patients in both groups who 
were resected the 5 year survival was about 37 per 
cent. 

Among the survey patients there was a higher in- 
cidence of adenocarcinomas detected than in the 
regular group of patients. There was a slightly higher 
incidence of disease detected in women than in men in 
this survey. 

It was found on review of previous photofluoro- 
grams that 81 patients showed alterations on the film 
that were either overlooked or misinterpreted. Some- 
times roentgenographic findings were evident several 
years before the tumor gave rise to symptoms. Careful 
review revealed that 98 patients who had been ex- 
amined 3 to 24 months before the diagnosis was made 
had no evidence of change on the roentgenogram. It 
is apparent from the foregoing that the so-called 
“silent phase” of bronchogenic carcinoma is quite 
variable. It seems to depend somewhat on the site of 
the tumor, its histologic type, and the biologic po- 
tential. 

It was apparent that some population groups have 
a higher incidence of bronchogenic carcinoma than 
others. This suggests that in these areas more frequent 
roentgenographic examination of the chest might be 
of value in detecting early cases. 

—R. L. Lawton, M.D. 
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The Lung Destroyed by Generalized Bronchiectasis 
with Retractile Sclerosis (Le poumon détruit par des 
bronchectasies généralisées avec sclérose rétractile). 
J. CHENEBAULT and J. Exxenpr. Sem. hép. Paris, 1960, 
36: 463. 


THE CLASSICAL DESCRIPTION of the bronchiectatic lung 
by Laennec in 1819 remains clear and accurate; sub- 
sequent clinical and roentgenologic studies simply 
have added details to the syndrome. The authors, 
from the Central Hospital in Casablanca, Morocco 
studied a series of 20 patients with bronchiectasis 
presenting a common pattern of generalized bron- 
chiectasis in retractile sclerotic tissue clinically, 
roentgenologically, and anatomically. 

The clinical findings were: that bronchiectasis is 
observed especially in children under 12 years of age 
with extremes of 6 to 31 years of age; that boys are 
afflicted more often than girls in a ratio of 6 to 4; that 
the left side is diseased in 80 per cent of cases; that the 
majority of patients had a long history of nonspecific, 
usually ineffective chemotherapeutic treatment before 
the diagnosis of bronchiectasis was established; that 
physical development is often retarded and under- 
weight is commonplace; that vital capacity of the lung 
is well below the theoretical normal; and that the 
right side of the heart is often enlarged. 

Roentgenologic studies affirmed an opaque, re- 
tracted hemithorax with bronchographic demonstra- 
tion of advanced, generalized bronchiectasis. Bron- 
choscopy characteristically revealed inflamed mu- 
cosa, sometimes stenosis, and frequently suppuration. 
Maxillary sinusitis was a common accompaniment 
and demanded treatment before surgical intervention 
for bronchiectasis was contemplated. Pneumonectomy 
was deferred until the bronchi were dried up if possi- 
ble by nonoperative measures; excision of the diseased 
lung was frequently difficult because of dense pleuro- 
pulmonary adhesions. The end results of operation 
were excellent in 19 of the 20 patients treated. The re- 
sected specimen represented a retracted, fleshy lung 
of small volume with a dilated, usually clean bronchial 
tree. Histologic examination revealed the bronchial 
character of the cavities and the typical picture of 
bronchiectasis in other structures. 

The authors incline toward the congenital theory of 
bronchiectasis and agree with others that neuro- 
vascular mechanisms at the hilum of the lung trigger 
an overlay of acquired bacterial, tuberculous, viral, or 
mycotic infection that ultimately results in bronchial 
dilatation in a shrivelled, sclerotic lung. 

—Edwin F. Pulaski, M.D. 


Median Lobe Syndrome (La sindrome del lobo me- 
dio). FErpinanpo Sctacca. Osp. ital. chir., 1960, 3: 15. 


THE AUTHOR reports the cases of 4 patients with median 
lobe syndrome who were operated upon with good 
results at the Hospital San Giovanni, Rome, Italy. 

At first the syndrome was considered to be due to an 
atelectasis caused by a partial or total stenosis of the 
bronchus secondary to calcified tubercular nodes. At 
present, multiple etiologic factors are recognized, such 
as the primary complex, acute viral disease, cancer 
with abscess formation, echinococcal cyst, segmentary 
bronchitis, amebic pneumonitis, bronchiectasis, and 
adenobronchial fistula. Although there are multiple 
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causes the final pathologic picture is almost always a 
fibrosclerosis with infection involving all or part of the 
lobe. 

The hypoventilation of the median lobe together 
with its particular anatomy and physiology causes it 
to be the most frequent site of this disease. 

—Luciu. J. Fronduti, M.D. 


The Surgical Approach to Diffuse Obstructive 
Emphysema. Paut A. KennEpDy, WiLtiam M. Cuar- 
DAK, Murray N. ANDERSEN, and JEROME J. MAuRIZI. 
N. York State 7. M., 1960, 60: 4002. 


THE SURGICAL APPROACH to diffuse obstructive em- 
physema is not as yet well established. The authors 
present a preliminary report on their approach to this 
difficult problem. Such emphysema follows some de- 
gree of obstruction at the terminal bronchioles during 
the diastolic phase of ventilation, which is a progres- 
sive process. A ballooning of the alveoli occurs and 
subsequently their breakdown with coalescence into 
larger air sacs. This continuing process accounts for 
the overdistended voluminous ‘ung as a final result. 

The authors approach the problem by surgically 
producing a reduction in the volume of the lung tissue 
proper. This reduction in volume is effected by placing 
long, curved clamps at convenient peripheral con- 
tours and excising lung tissue. This procedure is fol- 
lowed by running a basting suture with chromic cat- 
gut and oversewing of the line of excision. The authors 
now remove not only those parts of the lung which 
lend themselves to resection but also the tissue over 
the flat surfaces of the lung. They have no fixed rule 
yet as to the amount of tissue to remove and state that 
“it is sufficient to say that we are now resecting more 
than we did previously.” It has been estimated that 
about 30 to 40 per cent of the total lung volume is ex- 
cised. 

The authors’ experience has been limited, encom- 
passing only a few patients with a short follow-up 
period. They were, however, sufficiently impressed 
with the clinical results which have been obtained by 
a reduction in the volume to continue the study. 
Their approach to this problem is of interest and their 
future reports on long term follow-up will make possi- 
ble a more accurate evaluation of the real worth of the 
surgical resection in diffuse pulmonary emphysema. 

—Gordon F. Madding, M.D. 


Effect of Exploratory Thoracotomy on the Life Ex- 
pectation of Patients with Nonresectable Carcinoma 
of the Lung. S. W. A. Gunn and C. A. Ross. Canad. 
M. Ass. F7., 1960, 83: 1029. 


Various AUTHORS have reported the incidence of 
operative mortality associated with thoracotomy in 
nonresectable lung carcinoma. 

The aim in this study was to investigate whether or 
not exploratory thoracotomy had an adverse effect 
on patients with such lesions of the lung. 

During the 7 year period from 1950 to 1956, 392 
patients with inoperable carcinoma of the lung were 
seen at the Roswell Park Memorial Institute, Buffalo, 
New York. Of these, 61 underwent exploratory thor- 
acotomy without resection. The average survival 
time of this group was 8 months. This result is com- 
pared with that in another group of 61 inoperable 


patients who did not undergo thoracotomy. These 
survived an average of 7.5 months. 

According to this study, exploration without re. 
section does not appear to diminish the life expecta. 
tion of the patient who undergoes thoracotomy when 
compared with the patient who does not have an 
operation. As exploration is the only sure method of 
deciding on resectability, it is the authors’ contention 
that in doubtful cases this procedure should not be 
withheld. — James S. Conant, M.D. 


Correlation Between Hemodynamics and Pulmonary 
Function in Tuberculous Patients (Corrélation en- 
tre ’?hémodynamique et la fonction pulmonaire chez 
les tuberculeux). A. Van Loo, R. Pannier, A. Gy- 
SELEN, R. De BRABANDERE, and Others. 7. fr. méd. 
chir. thorac., 1960, 14: 511. 


THE AUTHORS studied 161 patients, both those treated 
operatively and those treated nonoperatively, with ex- 
tensive tuberculosis with regard to the hemodynamic 
alterations coexistent with chronic pneumopathies, 
Cardiac catheterization studies revealed that pul- 
monary hypertension, which rarely exceeded 25 mm. 
Hg mean pressure in the pulmonary artery, was found 
in 24 per cent of the patients; this high percentage, 
they believe, is due to deliberate selection of patients 
harboring severe tuberculosis. Among the factors 
capable of influencing the degree of pulmonary hyper- 
tension, the extent of the fibrotic changes and the 
duration of the tuberculosis play major roles, and pul- 
monary hypertension may appear in the first year of 
the disease. On the other hand, asthma, bronchitis, 
pleurisy, and pneumothorax do not appear to in- 
fluence the pulmonary pressure to a statistically 
significant degree; it is emphasized that patients with 
concurrent emphysema were excluded from the study. 
The incidence of pulmonary hypertension was found 
to correlate well with the reported postmortem in- 
cidence of right ventricular hypertrophy in tubercu- 
lous patients. Minimal tuberculosis is rarely asso- 
ciated with pulmonary hypertension; advanced dis- 
ease may or may not be. 

Whereas pneumothorax appears noncontributory 
as regards pulmonary hypertension, thoracoplasty 
predisposes to it, as evidenced by values obtained be- 
fore and after operation. This augmentation of hyper- 
tension is attributed to the newly created rigid thoracic 
cage which alters the characteristics of the vascular 
bed and/or coexistent changes in the parenchymal 
blood vessels. Pneumonectomy and lobectomy, for 
practical purposes, do not alter the pulmonary arte- 
rial pressure. 

In 100 patients correlative studies were made of the 
pulmonary function tests (vital capacity, residual 
volume, and the Tiffeneau test, a measure of forced 
expiration) and the pulmonary arterial pressures. 
The maximal breathing capacity gave the best cor- 
relation with the pulmonary arterial pressure. When- 
ever patients had a maximal breathing capacity be- 
low 40 per cent of the theoretical normal value, 
definite pulmonary hypertension was found in 70 per 
cent of the cases. Less clear-cut correlation was found 
between oxygen saturation of arterial blood and pul- 
monary arterial pressure; the existence of shunts may 
be a factor. 
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Several mechanisms may be invoked to explain the 
cause of pulmonary hypertension in advanced pul- 
monary tuberculosis as, for example, diminution by 
constriction of the caliber of the pulmonary vessels, 
increased cardiac output, increased pulmonary venous 
pressure, increased viscosity of the blood, and increase 
in intrathoracic blood volume. Analysis of their own 
and the published data led the authors to conclude 
that the most important factor seems to be the reduc- 
tion of the pulmonary vascular bed, primarily the 
consequence of anatomic narrowing of the vessels, 
and secondarily vasoconstriction caused by alveolar 
hypoventilation. —Edwin F. Pulaski, M.D. 


Resectional Therapy for Pulmonary Tuberculosis, 
Vicror M. Kmet. Dis. Chest, 1960, 38: 507. 


THIS PARTICULAR REVIEW of the surgical experience 
at a veterans hospital from 1950 to 1957 deals with 
the group of patients with pulmonary tuberculosis 
treated by pulmonary resection without effective 
chemotherapy. The 81. patients are divided into 4 
groups. 

The term “‘ineffective chemotherapy” is defined as 
a drug regimen to which the tubercle bacillus ob- 
tained from the patient was resistant at the time of 
operation—growth of tubercle bacilli in streptomy- 
cin, 10 mcgm./ml., isoniazide, 1 mcgm./ml., vio- 
mycin, 10 mcgm./ml., or PAS, over 50 colonies in 10 
mcgm./ml. This situation occurred during periods 
when more effective drugs had not yet been developed 
and when the bacteriologic study of tissue revealed 
an unsuspected higher in vitro resistance than that 
which had been found in the preoperative sputum or 
gastric specimen. 

The importance of effective chemotherapy, when 
resection for pulmonary tuberculosis is undertaken, is 
strikingly shown in the open positive cases. In this 
group of patients, the major complication rate, re- 
lapse rate, and failure of conversion of sputum were 
forbiddingly high. In contrast, patients with open 
positive cases who had resections under good, or 
even less than good chemotherapy coverage, as here- 
in defined, had excellent results. In retrospect, it may 
be stated from these figures that they justify the defini- 
tion of ineffective chemotherapy used at the hospital 
reporting. The high relapse rate in the open negative 
group also points out the need for an adequate period 
of effective postresectional chemotherapy. 

— James §. Conant, M.D. 


Ten Years of Resection Therapy for Pulmonary 


ee Jj. J. Hirpes. Arch. chir. Neerl., 1960, 
: 241, 


Report oF 1,500 pulmonary resections for tuberculo- 
sis performed in the 10 year period ending in 1958 is 
presented. Of the procedures, 43.2 per cent were uni- 
lateral segmental resections, 34.6 per cent were simple 
lobectomies, and 11.6 per cent were pneumonecto- 
mies. The early operative mortality was 1 per cent, 
and 5 patients died in the late postoperative period of 
tuberculous empyemas, making the total operative 
mortality 1.5 per cent. Among the 647 patients under- 
going segmental resection there was 1 death due to 


pulmonary embolism, a mortality rate of 0.15 per 
cent. 
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The chief problem in postoperative treatment was 
found to be hemorrhage. An obvious hemorrhage of 
significant degree was seen in about 7 per cent of these 
patients. In 15 instances the hemorrhage was suffi- 
ciently severe to require decortication. 

The procedures most commonly followed by severe 
complications were those in which the upper lobe and 
the superior segment of the lower lobe were removed. 
The mortality rate in this particular type of resection 
was 4.9 per cent and the postoperative tuberculous 
empyema incidence was 12.2 per cent. 

There was an occurrence of late relapses in about 
7 per cent of these tuberculous patients. 

The preoperative preparation included, besides a 
complete clinical workup, bronchography and tomog- 
raphy of the entire lung in two planes. Resection was 
performed after an adequate preoperative period of 
antituberculosis drug treatment had reduced the 
activity of the pulmonary process to a minimum. 

—Frank 7. Milloy, M.D. 


Ivalon Sponge Prosthesis with Pulmonary Resections. 
James E. Dattey and James B. Seaman. Dis. Chest, 
1960, 38: 604. 


THE AUTHORS REPORT observation for 5 years of a 
series of 111 pa.ients with pulmonary resections in 
whom ivalon sponge was used as a prosthesis or space 
filler. A total of 86 pneumonectomies and 19 lobec- 
tomies were performed. In 6 additional patients the 
sponge was used as a late postpneumonectomy pros- 
thesis. The underlying diseases present were tubercu- 
losis in 76 patients, cancer in 31 patients, and mis- 
cellaneous diseases in the other 4 patients. 

The techniques utilized are briefly outlined and the 
manner of placement of the sponge and the immedi- 
ate postoperative care are discussed. The only serious 
complication noted in the series was infection of the 
sponge. This occurred in 11 patients or 10 per cent. 
These infections could be divided into 3 groups: (1) 
early infection, within 3 weeks, (2) medium infection, 
within 1 to 9 months, and (3) late infection, a year or 
more after operation. There were 3 early, 5 medium, 
and 3 late infections. The early infections could be 
related to contamination at the time of operation and 
the medium infections were preceded by the develop- 
ment of a bronchopleural fistula in each case. The 
cause of the late infections could not be related to any 
one factor. 

Though the results obtained by the use of the 
sponge were satisfactory and complications minimal, 
the indiscriminate use of the sponge might be disas- 
trous if the principles of good surgery were not fol- 
lowed at all times. — Thomas W. Shields, M.D. 


Does a Carcinomatous Scalene Node Contraindicate 
Pulmonary Resection. L. H. Pinxers and G. H. 
Lawrence. Dis. Chest, 1960, 38: 516. 


THE MEAN LIFE EXPECTANCY in 24 patients at the 
Virginia Mason Hospital, Seattle, Washington, after 
positive scalene node biopsy was 3.6 months, the 
majority surviving 3 months or less. 

Complications of the disease were often present at 
the time of diagnosis. Pulmonary complications were 
often overshadowed by extrapulmonary metastases. 
In no patient was pulmonary sepsis or hemoptysis the 
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dominant factor responsible for death. A positive 
scalene node biopsy would seem to be a definite 
contraindication because so little benefit would ac- 
crue to the patient from extended pulmonary 
— James S. Conant, M.D. 


resection. 


The Absorption of Blood from the Pleural Space. 
Joun L. Witson, CuHesteR M. HEeRRop, GiBert L. 
SEARLE, THOMAS V. FEIGHTMEIR, and Others. Surgery, 
1960, 48: 766. 


THE MECHANISM and pathway of pleural absorption 
have already been studied. Colloids and particulate 
matter are absorbed chiefly through the mediastinal 
and intercostal pleura in animals. These substances 
pass directly through the pleural membrane to enter 
the lymphatics. The authors studied the rate and 
extent of absorption of intrapleural blood, particu- 
larly in the presence of a large hemothorax. To do 
this, red cells were tagged with radioactive chromium. 

These experiments showed that erythrocytes were 
absorbed freely from the normal pleural space in dogs. 
The marked absorptive capacity of the pleura was 
demonstrated by the complete clearing within 5 to 6 
days of a hemothorax in dogs. There were no adhe- 
sions, fibrin, or gross abnormality except that the 
pleural surface appeared slightly edematous. In- 
creased respiratory activity has been shown to em- 
hance the absorption of intrapleural blood. 

—Alan Thal, M.D. 


Pulmonary Embolism as a Cause of Death in the 
Neurosurgical Patient. NicHoLaAs WETZEL, MarRIon 
C. Anperson, and Tuomas W. SuiELps. 7. Neurosurg., 
1960, 17: 664. 


To DETERMINE the incidence of fatal pulmonary em- 
bolism in the postoperative neurosurgical patient, 
review was made of almost 8,000 records in the Neuro- 
surgical Library of the Northwestern University 
Medical School, Chicago, Illinois. Of 6,065 patients 
included in the study, operative deaths occurred in 
599, a mortality rate of 9.8 per cent. Pulmonary em- 
bolism demonstrated at autopsy was judged to be the 
principal cause of death in 18 patients, 3 per cent. 
The frequency was thus approximately the same as in 
the general surgical population. 

The impression gained from the study was that 
reduced activity in both the preoperative and post- 
operative period and perhaps associated respiratory 
complications were important factors in the problem. 
Prevention of venous stasis in the leg veins and pre- 
vention or prompt correction of pulmonary complica- 
tions were stressed as possible prophylactic measures. 


Critical Analysis of 12 Year Mortality in a Thoracic 
Surgery Unit. ARNE Mam, Knut Hagcer, and Kar 
Heian. Acta chir. scand., 1960, 120: 51. 


THE AUTHORS ANALYZE the 8.1 per cent postoperative 
mortality among 2,223 thoracic surgical patients 
treated during the preceding 12 years. Diagnosis and 
complications in fatal cases were verified by autopsy 
in 98 per cent. Surgical mortality has been lowered 
over the years and in the most recent 3 year period is 
approximately 2.6 per cent, excluding operations 
employing hypothermia and/or extracorporeal circu- 
lation. At the same time, there has been a decided 


shift toward more complicated intrathoracic pro. 
cedures. 

Postoperative death rates as a whole have tended 
to rise with the patient’s age, and in the group of pa. 
tients more than 70 years of age mortality reaches 34 
per cent. 

Reduction in mortality is largely accomplished by a 
reduction in complications. The authors consider 
complications in 5 groups, i.e., respiratory complica. 
tions, cardiac complications, thromboembolism, 
bleeding, and other assorted conditions. Therapy of 
atelectasis is now more energetic. Hemorrhagic com- 
plications have been reduced after the recognition of 
fibrinolysis associated with thoracic surgery. Cardio. 
logic deaths have been reduced by closer collabora. 
tion with the medical cardiologic unit. More use is 
made of tracheotomy, bronchoscopic suction, and 
respirators in the management of pulmonary com- 
plications. Technical improvements in surgical pro- 
cedures and anesthesia have lowered the incidence of 
complications, and mortality has been favorably in- 
fluenced by antibiotics, fibrinogen, and cortisone. 

—Carl H. Calman, M.D. 


HEART AND PERICARDIUM 


Left Heart Catheterization by the Transseptal Route, 
Joun Ross, JR., EUGENE BRAUNWALD, and ANDREW 
G. Morrow. Circulation, 1960, 22: 927. 


A No. 8A catheter with a removable adapter is used. 
The transseptal needle extends for 2 cm. beyond the 
catheter, and a polyethylene catheter is passed 
through the transseptal needle. The approach is 
through the saphenous vein. After right atrial cathe- 
terization is performed the catheter is placed in the 
mid right atrium. The transseptal needle is then 
passed and the catheter is placed against the septum 
in the lower half of the right atrial silhouette. When 
the needle is advanced through the septum there is a 
decrease in resistance. Oxygenated blood is obtained 
and left atrial pressure readings result. The poly- 
ethylene catheter is then advanced into the left atrium 
and into the left ventricle and at times even across the 
aortic valve. 

Transseptal left atrial puncture has been performed 
successfully in 130 patients without a death or sig- 
nificant complication. There were no punctures of the 
free wall of the atrium or of any structure other than 
the septum. No left to right shunts were produced. 
In several patients atrial septal puncture could not be 
performed, mainly because of gross enlargement of the 
right atrium. No prolonged or serious arrythmias re- 
sulted. Failure to catheterize the left ventricle usually 
occurred in patients with gross mitral regurgitation. 

This method has been successfully employed in 
physiologic and pharmacologic studies of the dy- 
namics of the left side of the heart, since the studies 
may be continued for periods in excess of 2 hours. 
It has also proved of value in diagnostic studies in 
patients with valvular heart disease. Measurements of 
cardiac output by the indicator-dilution technique 
can also be accomplished. The transseptal route has 
been found particularly applicable in children with 
congenital heart disease and intact atrial septums. 
Selective angiocardiography with left atrial injection 





may prove useful in studies of the detailed anatomy 
of the chambers and valves of the left side of the 
eart. 

‘ The safety of this procedure is important, but one 
must avoid puncture of the aorta, the free wall of the 
atrium, and the coronary sinus. By this method, 
catheterization of the right and left sides of the heart 
may be performed through a single venous intubation. 

—Gabriel P. Seley, M.D. 


Factors Affecting Blood Volume Control During 
Open Heart Operations. Cuartes K. Kirsy. Surg. 
Clin. N. America, 1960, 40: 1561. 


Various METHODS of controlling the patient’s blood 
volume during cardiopulmonary bypass have been 
discussed. A simple, automatic method of blood 
volume control developed in the author’s laboratory 
and used in the clinical perfusions during the past 3 
years has been described in detail. Accuracy of blood 
replacement as well as simplicity of application are 
believed to be the principal advantages. 
— John F. Maloney, M.D. 


Spontaneous Closure of Ventricular Septal Defects. 
J. R. Evans, R. D. Rowe, and J. D. Kerrn. Circula- 
tion, 1960, 22: 1044. 


A croup of 37 children each with a systolic murmur 
presumed to be due to ventricular septal defect was 
followed up from 1949 to 1959. Cardiac catheteriza- 
tion usually demonstrated a small left-to-right ven- 
tricular shunt which was related to the length and 
intensity of the murmur and was found to be in the 
muscular portion of the interventricular septum by 
intracardiac phonocardiography. The murmur pos- 
sessed a superficial blowing quality of high frequency 
and uniform intensity beginning with the first heart 
sound and ending just before the second sound. Maxi- 
mum intensity was confined to the left sternal border 
between the third and fourth intercostal spaces with- 
out radiation. In 6 infants a thrill was noted also. As 
the children grew older, the murmur developed a 
decrescendo character, became softer and shorter, and 
disappeared by the end of the second year. 
—Benjamin G. P. Shafirof,, M.D. 


Surgical Treatment of Ventricular Septal Defect. 
Joun W. Kirxun, Dwicut C. MaGoon, and 
James W. DuSuane. 7. Thorac. Cardiovasc. Surg., 1960, 
40: 763. 


AN ANALYsIS is presented of 320 consecutive cases of 
ventricular septal defect in which operation was per- 
formed at the Mayo Clinic. A low hospital mortality 
and good results were achieved throughout the 5 year 
experience in older patients with mild or moderate 
pulmonary hypertension. Early in the series the mor- 
tality was high among infants and among all patients 
with severe pulmonary hypertension. Refinements in 
techniques of perfusion, operation, and management 
produced greatly improved results in these groups. 

A Gibbon-Mayo pump-oxygenator was used in all 
cases. High flow rates were employed in the last 2 
years, and the use of such substances as antifoam was 
tliminated. The possibility of gaseous emboli was 
minimized by careful control of the temperature of 
blood before and during perfusion and by an altera- 
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tion of the intracardiac sucker system. The use of a 
mechanical filmer for the oxygenator eliminated the 
hemodilution associated with the previously used 
saline filming technique. Maintenance of anesthesia by 
halothane, rather than by intravenously administered 
agents supplemented by relaxants, assured rapid re- 
covery of the infant from the effects of anesthesia. 
Occasionally there was evidence of low cardiac out- 
put early after perfusion, and failure to treat it vig- 
orously resulted in some deaths. Maintenance of 
proper blood volume, prompt action against the 
metabolic acidosis which usually becomes pronounced 
under these circumstances, and digitalization when 
needed have nearly eliminated this as a cause of death. 


Observations on the Occurrence of Right Bundle- 
Branch Block Following Open Repair of Ventricu- 
lar Septal Defects. J. Davin Bristow, Donatp G, 
KaAssEBAUM, ALBERT STARR, and HERBERT E. Gris- 
woup. Circulation, 1960, 22: 896. 


OF A SERIES OF PATIENTS undergoing open heart cor- 
rective surgery for ventricular septal defects, 21 op- 
erations were performed through a right ventricu- 
lotomy and 4 through a right atriotomy. There were 
2 patients who had a right ventriculotom~ but did 
not have ventricular septal defects. None of the pre- 
operative electrocardiograms showed coiuplete bun- 
dle branch block. Eight of a group of 13 patients had 
complete right bundle branch block postoperatively. 
The ventricular septal defects in 12 of these involved 
either the anterior septum, the membranous septum, 
or both. In only 1 patient was the septal defect lo- 
cated above the crista supraventricularis and none 
involved the posterior muscular septum. In 8 other 
patients no blocks resulted. Three of the defects were 
in the outflow tract above the crista, one involved 
the posterior muscular septum, and 4 involved the 
anterior septum or the membranous portion. In the 
group of 4 patients operated upon by a right atriotomy 
no blocks resulted. The defects were in either the 
membranous or posterior muscular area. In the 2 
patients who had no defect when right ventriculotomy 
was performed, no bundle branch blocks resulted. 

The areas most vulnerable to bundle branch blocks 
are the anterior septum inferior to the crista and the 
membranous septum. Pulmonary stenosis is usually 
associated with ventricular septal defects in these 
areas. The ventricular incision alone does not involve 
major conduction pathways. 

—Gabriel P. Seley, M.D. 


The Closure of Atrial Septal Defects. Lyte F. Jacon- 
SON, PRESCOTT JORDAN, JR., VOLLRAD VONBERG, and 
Antuony No ke. 7. Michigan M. Soc., 1960, 59: 1670. 


Firty operations were performed on 48 patients with 
atrial septal defects of the secundum type. This group 
consisted of 28 females and 20 males ranging in age 
from 1 to 4 years. 

Hypothermia was included in the operative pro- 
cedure 24 times and cardiopulmonary bypass was 
used 26 times. With the use of heat exchange, per- 
fusions have been reduced from 100 c.c./kgm. to 50 
c.c./kgm./minute and thereby bleeding was de- 
creased. Intermittent aortic occlusion is preferred to 
potassium, acetylocholine, and other cardioplegics. 
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The left arm is catheterized preoperatively to lo- 
cate the position of the superior vena cava. Hypo- 
thermia was controlled at 31 to 32 degrees C. Re- 
spiratory alkalosis was maintained to reduce the inci- 
dence of arrhythmia. 

Septal defect in this series varied in size from 0.5 
cm. to 10 cm. in diameter. A Chiari network of de- 
fects was found in 3 patients. An anomalous pul- 
monary venous drainage was associated with high 
septal defects. When direct closure of the defect was 
not possible by suture a teflon patch was used. 

— Benjamin G. P. Shafiroff, M.D. 


Pulmonary Vascular Resistance After Repair of 
Atrial Septal Defects in Patients with Pulmonary 
Hypertension. WALTER Becx, H. J. C. Swan, 
Howarp B. BurcHELL, and Joun W. Kirkun. Cir- 
culation, 1960, 22: 938. 


ELEVEN PATIENTS with pulmonary arterial systolic 
pressures in excess of 60 mm. Hg were studied before 
and 3 to 34 months after closure of atrial septal de- 
fects. Significant postoperative reduction in mean 
pulmonary arterial pressure and pulmonary blood 
flow occurred, averaging 21 mm. Hg and 3 liters per 
minute, respectively. In the 9 patients in whom it was 
measured, the pulmonary arterial wedge pressure 
exceeded the preoperative right atrial pressure by an 
average of 6 mm. Hg, with a range of 2 to 12. 

The pulmonary vascular resistance increased after 
operation in 1 patient from 760 to 850 dynes seconds 
cm.*5. In the 3 patients who had preoperative pulmo- 
nary vascular resistances of more than 600 dynes 
seconds cm.* together with postoperative studies, it 
decreased by an average of 72 per cent; in 5 patients, 
who had preoperative values ranging from 190 to 460 
dynes seconds cm.-5, the average decrease was 26 per 
cent. Postoperative measurements of wedge pressure 
were not obtained in the remaining 2 patients. The 
reduction in vascular resistance apparently is caused 
by reduction in vasomotor tone or regression of or- 
ganic obstructive changes or both. 

During moderate exercise, which caused a threefold 
increase in the consumption of oxygen, the average 
increase in pulmonary blood flow was 54 per cent and 
that in pressure was 99 per cent. 

With the patients at rest, therefore, the hemody- 
namic findings are often within normal limits, but 
exercise produces an abnormal increase in pressure, 
so that the calculated resistance is increased or re- 
mains unchanged. This may be the result of increased 
vasomotor tone. 

The findings in this study are consistent with the 
view that the level of pressure within the pulmonary 
artery is a factor regulating the degree of vasomotor 
tone in these abnormal vessels. 


The Levoangiocardiogram in Tetralogy of Fallot. 
A. CasTELLANos, O. Garcia, E. GONZALEZ, R. PE- 
REIRAS, and H. Mercapo. Radiology, 1960, 75: 774. 


INTRAVENOUS ANGIOCARDIOGRAPHY was performed in 
66 patients with tetralogy of Fallot who were subse- 
quently operated on. A comparison was made be- 
tween the intensity of late opacification of the left 
ventricle and the caliber of the pulmonary artery and 
outflow tract of the right ventricle as found at opera- 


tion. Late opacification of the left ventricle was found 
to be dense when the diameter of the pulmonary ar. 
tery was only slightly less than normal or larger, ex. 
cept in the presence of an atrial septal defect when 
opacification of the left ventricle is poor. In addition 
there was poor opacification of the left ventricle in 1 
patient with aneurysmal dilatation of the ascending 
aorta. 

The authors conclude that the intensity of the 
opacification of the left ventricle in the late phases of 
the angiocardiogram provides a better estimation of 
pulmonary blood flow than the calculation from the 
physiologic data. —George R. Holswade, M.D. 


Tetralogy of Fallot with Anomalous Tricuspid Valve 
Simulating Pulmonary Stenosis with Intact Septum, 
Henry N. NeuFetp, Dwicut C. McGoon, James W. 
DuSuanE, and Jesse E. Epwarps. Circulation, 1960, 
22: 1083. 


AN ANATOMICOPATHOLOGIC ENTITY of the tetralogy of 
Fallot with an additional finding of an accessory flap 
of tricuspid valvular tissue is described. In the 3 cases 
reported in this article, the outstanding hemodynamic 
finding was a right ventricular systolic pressure that 
was significantly greater than the systemic systolic 
pressure. 

The hemodynamic findings were explained by the 
fact that the accessory tricuspid flap partially closed 
the large ventricular septal defect. 

The clinical picture was similar to that of either 
severe pulmonary stenosis with an intact ventricular 
septum or severe pulmonary stenosis with a small 
ventricular septal defect and a right-to-left shunt at 
the ventricular level. 


Present Status of the Surgical Treatment of Tetralogy 
of Fallot. F. D. Dopritt. 7. Michigan M. Soc., 1960, 
59: 1666. 


PATIENTs with proved tetralogy of Fallot were treated 
by open definitive methods while anesthetized under 
heart-lung bypass. A total of 18 patients were oper- 
ated upon and 2 patients died, 1 from opening of the 
interventricular septum, the other because of over- 
loading quantities of perfusion blood. 

Operation should be delayed until the patient at- 
tains 5 years of age unless repeated attacks of uncon- 
sciousness occur, in which case a temporary shunting 
procedure may be indicated. The pathologic anatomy 
of tetralogy was found to be extremely variable, par- 
ticularly the character of the infundibular stenosis 
or the position of the aortic valve. Excision of the in- 
fundibular stenosis may cause temporary weakness of 
the heart beat which could be improved by digitali- 
zation. 

Correction of the protruding aortic valve into the 
right ventricle must be made with care because of 
danger to the aortic cusps. The author recommends 
that the best results can be obtained while the heart 
is beating rather than on the artificially stopped heart. 

— Benjamin G. P. Shafirof,, M.D. 


Chronic Idiopathic Pericardial Effusion. JAmMes 
ScHeEvER. Circulation, 1960, 21: 41. 


Curonic idiopathic pericardial effusion is an unusual 
condition that causes severe congestive heart failure 
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and may be an early stage in the development of con- 
strictive pericarditis. A case of such an effusion in a 
middle-aged hypertensive woman is presented. The 
findings and the courses in 18 similar cases are re- 
viewed. 

The course is unpredictable and some patients will 
be asymptomatic. However, in a significant number 
the disorder will progress to an adhesive or constric- 
tive pericarditis. Others will have a chronic tampon- 
ade with hepatosplenomegaly and ascites. The diag- 
nosis of chronic pericardial effusion should be sus- 
pected whenever predominantly right-sided conges- 
tive failure is associated with a large cardiac silhou- 
ette. The presence of muffled heart sounds, a diastolic 
third heart sound, a paradoxical pulse, Ewart’s sign, 
low voltage of the QRS complex, and diminished 
cardiac pulsation should suggest additional diagnostic 
studies. 

The aids of angiocardiography, pericardiocentesis, 
and the instillation of air into the pericardial sac are 
discussed. Pericardial biopsy is recommended as an 
additional aid. The treatment of the condition is sur- 
gical, and maximum therapeutic results may be ex- 
pected when operation is performed in the early 
stages. — Thomas W. Shields, M.D. 


Recurrent Pericardial Effusion After Nonpenetrating 
Chest Trauma. Jay Goopkinp, Wassan E. 
Bioomer, and ALLAN V. N. Goopyer. NV. England 
j. M., 1960, 263: 874. 


ALTHOUGH cardiac tamponade after nonpenetrating 
trauma to the chest may be the result of hemorrhage 
occurring immediately after the injury or chronic 
constrictive pericarditis after a variable time, it has 
not been recognized that recurrent cardiac tamponade 
may be caused by the development of pericardial 
effusion several weeks or months after the original 
trauma. 

The authors describe the case histories of 2 patients 
cared for at the Grace-New Haven Community Hos- 
pital, New Haven, Connecticut. The mechanism by 
which late cardiac tamponade is caused, other than 
that resulting from delayed bleeding, is unknown. 
Two possible mechanisms may be mentioned. A blood 
clot in the pericardial cavity may undergo liquifac- 
tion similar to that which occurs in the subdural 
space. In this process, protein molecules are split into 
smaller fractions with a resulting rise in osmotic pres- 
sure and the subsequent attraction of more fluid into 
the pericardial space. 

A second mechanism for the development of late 
pericardial effusion is suggested by the similarity of 
this condition to the postpericardiotomy syndrome, 
the postmyocardial-infarction syndrome, and the 
syndrome of idiopathic pericarditis. Each of these has 
been associated with hemorrhagic and recurrent peri- 
cardial effusion, and in addition the pericarditis of 
nonpenetrating trauma and of the idiopathic type 
may each develop a late constrictive phase. The clin- 
ical characteristics of the disorders and their respon- 
siveness to steriod therapy have suggested the possi- 
bility of a hypersensitivity reaction possibly caused by 
pericardial or myocardial protein. 

_ Oftentimes, a single pericardiocentesis may be cura- 
tive for cardiac tamponade. Recurrence of the tam- 
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ponade may be managed by repeated pericardial taps 
until fluid no longer forms, by the performance of a 
fenestration operation, or by the performance of a 
pericardiectomy. 

Steroids were used in the 2 cases presented here in 
an attempt to control recurrent pericardial effusion, 
to avoid surgical intervention if possible, and to pre- 
vent the late development of constrictive pericarditis. 
Although the steroids were effective in controlling the 
effusion, pericardiectomy was eventually necessary in 
both cases because the long-term response of the 
recurrent pericardial effusion to steroids was unknown 
and because pericardiectomy seemed most likely to 
prevent ultimate constriction. 

The 2 case histories demonstrate clearly the value 
of steroid therapy in the management of recurrent 
tamponade during a period in which an eventual de- 
cision requiring pericardiectomy must be made. 
Steroid therapy relieved symptoms and reduced the 
pericardial effusion in each case. Pericardiectomy was 
performed in both patients after the recurrent effu- 
sions had been controlled with steroids. The steroids 
seemed to offer a useful adjunct in therapy of this 
syndrome by virtue of their anti-inflammatory effect. 

— Orville F. Grimes, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Dysphagia in Adults. H. D. Brown Ke ty. Proc. R. 
Soc. M., Lond., 1960, 53: 909. 


Dyspuacia resulting from spasm of the esophagus is 
seen in several different forms. The various types are 
presented and illustrated by brief discussions of pa- 
tients. 

Spasm may occur at the upper end of the esophagus 
and results in difficulty in swallowing. Determination 
of intraluminal pressures and roentgenographic exam- 
ination demonstrate the presence of spasm. In rare 
instances spasm of the upper end of the esophagus 
may cause permanent disability. Cervical spondylosis 
in elderly people may be associated with upper end 
spasm. 

The thoracic esophagus may be the seat of the 
spasm, probably resulting from some disturbance of 
the intrinsic neuromuscular mechanism of the esopha- 
gus or of the sympathetic nervous system as a whole. 
Esophagitis, tumor, or stenosis may set up spasm in 
this segment. This is often true in hiatal hernia, an 
illustration of which is given. 

Achalasia or cardiospasm is one of the more com- 
mon examples of the effect of spasm in dysphagia. 
The presence of a physiologic sphincter at the cardiac 
end of the esophagus is accepted by most people. It is 
also now accepted that some nervous dysfunction of 
the whole esophagus is the cause of achalasia. Treat- 
ment may be by dilatation or by operations such as 
the Heller procedure. The latter appears to be the 
more successful method. 

Corkscrew esophagus or segmental spasm is an- 
other form encountered. It is seen in highly nervous 
people with some other disorder such as gastric, gall- 
bladder, or coronary disease. Treatment of the asso- 
ciated disease and spasmolytics are helpful in the 
management of such a patient. 

—Donald C. Geist, M.D. 
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The Lower Esophagus. WALTER S. Keytinc, GE- 
NENE M. Baker, Rospert R. McCarver, and At- 
vin L. Daywirt. Am. J. Roentg., 1960, 84: 1070. 

In A SERIES of 1,131 consecutive examinations of the 
upper gastrointestinal tract performed for sympto- 
matic indications and in 100 cases in which there were 
no symptoms, the lower esophagus was studied for the 
demonstration of the lower esophageal ring, which 
Schatzki and Gary have suggested indicates the 
cardioesophageal junction. The method of examina- 
tion included complete expiration with straining, but 
complete inspiration and straining against the closed 
glottis was usually satisfactory. Both methods necessi- 
tate a full column of barium above and below the 
ring and prolonged straining, usually with the patient 
in the left posterior oblique position. 

The authors support the concept that the ring is the 
cardioesophageal junction and that when the ring is 
above the diaphragm, it indicates a hiatus hernia. 
The ring was demonstrated in 12.8 per cent of the 
symptomatic group. In 36 per cent of the sympto- 
matic patients in whom the ring was demonstrated, 
positive findings of acute or chronic duodenal or gas- 
tric ulcer were demonstrated. Eight per cent of the 
group had other abnormal findings related to the 
upper gastrointestinal tract such as gastritis or varices. 
One ring which was demonstrated prior to death was 
also demonstrated post mortem. 

Of the 100 subjects without symptoms, the ring 
was demonstrated in 14 per cent. Therefore, it is the 
authors’ belief that reflux into the esophagus is neces- 
sary to render the hernia symptomatic by means of a 
chain reaction of esophagitis, fibrosis, and then nar- 
rowing with possible ulcer and/or hemorrhage. Es- 
pecial care should be taken not to construe all com- 
plaints related to the upper gastrointestinal tract as 
being due to hiatus hernia unless reflux is present. 

— Eleanor D. Montague, M.D. 


Relation of the Lower Esophageal Ring to the 
Esophagogastric Junction. Lauran D. Harris, 
. Epwarp KeELty, Jr., and PHitip KRAMER. WN. 
England 7. M., 1960, 263: 1232. 


THE AUTHORS studied intraluminal esophageal pres- 
sures in 10 patients with dysphagia by means of 3 
open-tipped, water-filled polyvinyl catheters with 
recording tips in tandem 6 cm. apart. Pressures were 
graphed on a Sanborn recorder. In 9 of the 10 pa- 
tients a zone of elevated resting pressure 2 to 4 cm. 
long was found interposed between the slightly posi- 
tive intragastric pressure and the slightly negative 
intrathoracic pressure. This elevated pressure fell in 
response to a swallow and was comparable to the so- 
called lower esophageal sphincter of the esophagus. 
When the recording tips had entered the most distal 
extent of this sphincteric area, an aqueous barium 
suspension was given in an attempt to correlate 
roentgenographically the position of the recording 
tips in the sphincter and the lower esophageal ring. 

The exact relation of the distal extent of the 
sphincteric area to the physiologic diaphragmatic 
hiatus varied during the same record and from record 
to record. Usually the sphincteric area was found to 
extend below the physiologic hiatus. In 9 patients in 
whom a lower esophageal sphincter could be iden- 


tified, the sphincter was found distal to the ring. 
Biopsies performed on 1 patient showed esophageal 
mucosa on both sides of the ring. The authors con- 
clude that the lower esophageal ring cannot be relied 
upon to mark the esophagogastric junction. 

—John F. Hudock, M.D, 


Esophageal Blood Supply and Its Surgical Signifi- 
cance. L. E. Szasé, S. KarAcsonyt, and Zs, Pataky, 
Acta chir. acad. sc. hungar., 1960, 1: 275. 


THE AUTHORS DESCRIBE the vascular patterns of the 
esophagus as reflected in latex-injected specimens from 
infants and dogs. 

The esophagus is less vascularized than other por- 
tions of the gastrointestinal tract. Visible vessels are 
arranged segmentally and establish anastomoses, eith- 
er immediately before penetrating the esophageal 
wall or intramurally. The general course of the ar- 
teries is longitudinal, but there are marked differences 
between the esophageal segments with regard to blood 
supply. 

The cervical esophagus has an excellent blood sup- 
ply that originates from the inferior thyroid, the sub- 
clavian, and the common carotid arteries. The well 
vascularized segment extends to the second thoracic 
level but from here to the aortic arch the blood sup- 
ply becomes much poorer, with only a few direct 
communications from the bronchial arteries and from 
the aorta. In this short supra-aortic segment direct 
blood supply is scanty and most of the supply depends 
upon anastomoses from vessels situated either above 
or below. 

Two segments may be distinguished in the thoracic 
esophagus between the aortic arch and the esophageal 
foramen. The upper portion derives blood supply 
from the aortic arch, bronchial arteries, intercostal 
arteries, and direct branches of the aorta. The esoph- 
agus for 4 to 6 cm. above the esophageal foramen is 
supplied from anastomoses that originate above in the 
arteria esophagea propria inferior and the bronchial 
arteries, and from below in the left gastric artery and 
inferior phrenic artery. In this area blood supply 
again becomes poor, with no direct branches to the 
esophagus. 

The abdominal portion of the esophagus receives 
an abundant blood supply from the left gastric, in- 
ferior phrenic, and right gastric vessels. Arterial sup- 
ply to this segment is satisfactory so long as the upper 
portion of the left gastric artery is not ligated. 

Surgical applications suggested by the authors are 
to avoid the avascular segments in making esophageal 
anastomoses in the areas mentioned, i.e., just above 
the esophageal hiatus and just above the aortic arch, 
even though such a course may at times increase tech- 
nical operative difficulties. —Carl H. Calman, M.D. 


The Management of Chemical Burns of the Esopha- 
us. TRULS LEEGAARD. Proc. R. Soc. M., Lond., 1960, 
3: 916. 


THE SWALLOWING of corrosive agents is one of the 
causes of dysphagia. If the corrosive effect has been 
slight, stricture may not result. The more severe form 
goes on to necrosis of the esophageal wall extending 
into the tunica muscularis. Scarring and stricture are 
the result. 
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Prevention is better than cure. If the damage is 
slight, it may be corrected with the use of cortisone 
and penicillin. Repeated esophagoscopies should fol- 
low until one is certain that stricture has not occurred. 

Intermittent dilatation is not as effectual in the 
more severely damaged esophagus. The author be- 
lieves that rest is important in these cases. A tube is 
therefore inserted through a cervical esophagostomy 
and retained for 3 months or longer if necessary. 
Fifty-four of 220 patients with corrosive damage of 
the esophagus have been managed in this way with 
satisfactory results. The method has also been used 
in strictures of the esophagus resulting from peptic 
esophagitis with equally satisfactory results. 

—Donald C. Geist, M.D. 


Retrosternal Goiter and Esophageal Varices (Retro- 
sternale Struma und O¢esophagusvarizen). A. Sun- 
DERMANN and J. KAMMERER. Miinch. med. Wschr., 
1960, 102: 2133. 


EsoPHAGEAL VARICES are, in general, considered to be 
caused by portal hypertension of intrahepatic or 
extrahepatic obstructive origin. This report describes 
2 patients with retrosternal goiter that produced 
clinically symptomatic varices of the upper part of 
the esophagus. 

The first patient complained of exertional dyspnea 
for several years prior to admission. The physical 
findings were essentially negative and the results of 
the liver function tests were within normal limits. The 
chest roentgenogram revealed a density in the upper 
superior mediastinum and an esophagogram demon- 
strated upper esophageal varices. Because of progres- 
sively increasing dyspnea and repeated bleeding epi- 
sodes from the esophageal varices, the retrosternal 
thyroid was surgically removed. Even though roent- 
genographic follow-up showed no involution of the 
varices 6 years after operation, all bleeding episodes 
have subsided. 

The second patient’s past history was significant in 
that he had had 3 previous partial thyroidectomies 
for nodular goiter. This resulted in considerable 
scarring in the operative area. Because of increasing 
dyspnea a tracheotomy was performed but with little 
symptomatic relief. On roentgenographic examina- 
tion varices of the upper two-thirds of the esophagus 
were observed as well as narrowing of the trachea and 
a right retrosternal goiter. Upon surgical removal of 
the thyroid the patient’s condition was rapidly im- 
proved and all difficulties were relieved. 

Esophageal varices produced by “ mediastinal” 
tumors, such as retrosternal goiter, present an un- 
common disease entity. This condition, just as much 
as tracheal compression or cardiac insufficiency, pre- 
sents a mandatory indication for their surgical re- 
moval. —Karel B. Absolon, M.D. 


Carcinoma of the Esophagus with Survival. E. E. 
Duntop. Austral. N. Zealand F. Surg., 1960, 30: 81. 


THE AUTHOR presents a personal case series of 170 
patients with carcinoma of the esophagus. Tumors 
of the lower esophagus that were not clearly of 
esophageal origin were excluded from the series 
whereas tumors involving both the pharynx and the 
tsophagus were included as upper esophageal. 
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Males outnumbered females exactly 2 to 1. The 
average age of the patients was 65.5 years with little 
difference between males and females in age inci- 
dence. The youngest was 26 and the oldest 96. This 
age incidence correlates with other series cited. 

Deviations from the usual short history of symptoms 
indicate patient fortitude rather than benignity of 
tumor and the outlook is poor in the patient with a 
long history. 

Of 111 patients assessed at operation or autopsy 
68 per cent had lymph node metastases and 15 per 
cent had hematogenous metastases. At least half of the 
patients without demonstrable metastases had unre- 
sectable local spread of their tumor. Tumors of the 
lower half of the esophagus were demonstrated to 
metastasize below the diaphragm to the paracardial 
and left gastric nodes causing involvement of the 
stomach that simulated a second malignant lesion. 

It is pointed out that the esophagus may demon- 
strate markedly malignant potential in the form of 
additional primary carcinoma. The author believes 
that esophageal carcinoma should be treated surgical- 
ly as if it were situated one third higher in the esopha- 
gus than it actually is and that supra-aortic anasto- 
mosis adds little to mortality but much to survival. 

Roentgenotherapy in 32 patients has provided an 
average survival time of 7 months, but preliminary 
intubation is advised since dysphagia may not be 
relieved. 

Sixty-eight per cent of the patients underwent re- 
section with 26 per cent of them surviving 5 years. 
Postoperative mortality has been 29 per cent. When- 
ever the vagus nerves are sectioned, gastric emptying 
must be aided by pyloroplasty or other drainage 
procedure. —Patrick F. Jewell, M.D. 


The Incidence of Carcinoma at the Esophagogastric 
Junction in Short Esophagus. Epwarp A. STEMMER 
and WiiutiaM E. Apams. Arch. Surg., 1960, 81: 771. 


THIRTY-THREE PATIENTS seen at the University of 
Chicago Clinics, Chicago, Illinois from 1941 to 1959 
were diagnosed as having a congenitally short esopha- 
gus. Eight of these patients, 24 per cent, had an asso- 
ciated adenocarcinoma at the esophagogastric junc- 
tion. By definition, the authors believe that a con- 
genitally short esophagus is not related to hiatus 
hernia, which may be associated with acquired short- 
ening of the esophagus due to fibrosis or spasm. True 
congenital short esophagus is proved at operation if 
the tubular esophagus joins in the chest a pouch lined 
by gastric epithelium, if there is no hernial sac, and if 
the esophageal hiatus is normally located and firmly 
attached around the misplaced gastric pouch. Among 
the 33 patients, 24 cases of congenital short esophagus 
were associated with benign lesions. Eight patients 
proved to have an adenocarcinoma of the cardia, and 
in 1 there was metastatic carcinoma to the esophagus. 

In the group with benign lesions were 13 men and 
11 women. The diagnosis of congenital short esopha- 
gus was made at thoracotomy in 12 cases, by esopha- 
goscopy in 6, and by roentgenography in most of the 
others. The most frequent symptom was dysphagia 
which had existed on the average for 4.8 years. In 
this group of 24 patients, 2 underwent esophagogas- 
trectomy; 2, esophagogastrostomy; 8 transplantation 
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of the esophagus; 5 received phrenicotomy; and the 
remainder were treated nonsurgically. There were no 
deaths in this group. In the 9 patients who had 
neoplastic lesions, all had complained of dysphagia 
for only a short period averaging 8 months. Case re- 
ports of this all male group are included. In 1 patient 
a malignant lesion developed 2 to 3 years after thora- 
cotomy for a benign esophageal stricture. Seven pa- 
tients were operated upon primarily for adenocar- 
cinoma of the cardia in a congenital short esophagus, 
and 1 patient had metastatic carcinoma of the esopha- 
gus. There were 2 operative deaths in this group. 
From this experience and from collected series in 
the literature the authors believe that adenocarcinoma 
of the stomach occurs much more frequently in the 
patient with true congenitally short esophagus. They 
divide such patients into 3 groups, as follows: (1) those 
with positive preoperative evidence of a malignant 
lesion; (2) patients without positive preoperative evi- 
dence of a malignant lesion but with a short esopha- 
gus, stricture, and dysphagia; and (3) younger persons 
without evidence of lesion, stricture, or dysphagia. 
The risks of thoracotomy appear warranted even in 
this third group. It is recommended, therefore, that 
short esophagus is best treated by resection of the 
lower part of the esophagus and the upper end of the 
stomach together with antrectomy or a suitable drain- 
age procedure such as pyloroplasty or gastroenteros- 
tomy. —Emile L. Meine, Jr., M.D. 


Treatment of Carcinoma of the Esophagus and 
Cardia. F. Henry Etuis, Jr. Proc. Mayo Clin., 1960, 
353653. 


A LARGE SERIES Of cases of carcinoma of the esophagus 
and cardia was studied for clues regarding the proper 
selection of patients for surgical or other forms of 
treatment. Among 909 cases, 8 per cent of the lesions 
were in the cervical portion of the esophagus, 23 per 
cent were in the upper thoracic zone and 18 per cent 
in the lower, and 51 per cent involved the esoph- 
agogastric junction. When the results of surgical treat- 
ment for lesions in different locations were compared, 
it became obvious that squamous cell carcinomas 
involving the esophagogastric junction had the best 
prognosis, whereas lesions involving the upper half 
of the esophagus and adenocarcinomas of the cardia 
involving the esophagogastric junction had by far 
the worst prognosis. The surgical techniques presently 
recommended for management of the various types 
of lesions ave discussed. Although admittedly the 
ultimate rate of cure for carcinoma of the esophagus 
probably will always be low, proper selection of pa- 
tients for aggressive surgical attack, as well as reduc- 
tion in mortality, is expected to place surgical treat- 


ment for this lesion on a sounder basis. In cases jp 
which available clinical data contraindicate the use 
of surgical measures, it is believed that modern tech. 
niques of supervoltage radiation therapy may offer 
effective palliation. 


DIAPHRAGM 


Traumatic Diaphragmatic Hernia. 
KnicuT and 
1960, 26: 656. 


THE AUTHORS report the cases of 10 patients with 
traumatic rupture of the diaphragm. In 5 patients, 
there had been acute injury and immediate repairs 
were carried out. In the other 5 patients, diagnosis 
was established and treatment and repair performed 
from 4 months to 20 years after the initial injury. 
Three of the 10 patients had penetrating injuries; in 7 
diaphragmatic rupture developed from blunt trauma. 
Rupture in 8 was left-sided, in 2, right-sided. 

Great variation exists in the symptoms and physical 
findings in patients with traumatic diaphragmatic 
hernia. Immediately after trauma, the features are 
usually those of shock and pain. Later, symptoms re- 
lating to the gastrointestinal, pulmonary, or circula- 
tory system may predominate. Early diagnosis is fa- 
cilitated by a high index of suspicion. Three types of 
injuries should increase one’s suspicion: (1) crushing 
injury to the chest, particularly when associated with 
multiple rib fractures of the lower chest; (2) non- 
penetrating trauma to the abdomen with associated 
fractures of the spine or pelvis; and (3) gunshot or 
knife wounds of the lower part of the chest or the upper 
part of the abdomen. 

The diagnosis is usually confirmed by roentgeno- 
graphic examination which should include fluoroscopy 
and barium swallow. The roentgenographic findings 
characteristic of ruptured diaphragm include the fol- 
lowing: (1) an apparently high lying diaphragm, 
(2) an air bubble or homogeneous density above the 
anticipated diaphragmatic level, (3) a shift of the heart 
and mediastinum to the right, especially in cases of 
injury of the left side of the chest, (4) areas of atelecta- 
sis of the lung above an archlike shadow, and (5) un- 
explained density in the base of the left lung having 
the appearance of pneumonitis but without evidence 
of resolution on serial roentgenograms. 

Transthoracic repair of these injuries is recom- 
mended as soon as the patient’s condition permits. 
The recurrence rate is low. There was 1 death in this 
series, but the reported over-all mortality rate is high 
due to associated injuries and complications such as 
intestinal obstruction, strangulation, and failure of 
diagnosis. —Lloyd D. MacLean, M.D. 


CuHARLEs JP, 
ALTER W. McCook. Am. Surgeon, 
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ABDOMINAL WALL, PERITONEUM, AND 
HERNIA 


Retroperitoneal Fibrosis. Josep DinEEN, THANE Ascu, 
and Joun M, Pearce. Radiology, 1960, 75: 380. 


A VERY BRIEF REVIEW Of the literature related to this 
entity, beginning with Ormond’s report in 1949, is 
given. Four additional cases are reported in detail 
from the New York Hospital, New York, New York. 

The confusion of pathologic findings in retroperi- 
toneal fibrosis with those in fibromyxosarcoma, lipo- 
sarcoma, and sclerosing lipogranuloma is considered, 
but the gradual changes of more mature fibrosis and 
the absence of primary vascular changes make it 
distinct. Clinically, the weight loss and flank pain 
followed by the usual symptoms of ureteral obstruc- 
tion are the common symptoms. No specific cause 
is known. 

Early surgical exploration with lysis of the ureters 
and transplantation is recommended as the treatment 
of choice. —Robert W. Williams, M.D. 


Retroanastomotic Hernia. J. R. G. BastaBLe and P. E. 
Huppy. Brit. 7. Surg., 1900, 48: 183. 


THE AUTHORS present 8 cases of retroanastomotic 
hernia and discuss them together with 106 other cases 
recorded since the report of Himmelmann in 1933. 
There has been no review of published cases made 
since 1933. They believe that the incidence of this 
complication is higher than is generally supposed and 
that an analysis of these cases may be of practical 
value. 

After antecolic or retrocolic gastrojejunal anas- 
tomosis, an artificial ring is made behind the stoma 
and the anastomosing loop of the jejunum. Through 
this space small intestine or omentum may pass and 
undergo the complications of incarceration or stran- 
gulation. The condition is frequently called retro- 
anastomotic hernia and is sometimes termed “‘Peter- 
sen’s hernia” in German and American articles. 

The authors separate their cases into those pro- 
duced by the afferent loop of the jejunum and those 
produced by the efferent loop. ; 

In addition to discussing the anatomy of the retro- 
anastomotic hiatus, the authors discuss the incidence 
of this condition in various published reports together 
with the pathology, clinical features, and suggested 
reasons to account for the occurrence of this hernia- 
tion. 

The authors believed the incidence of afferent loop 
herniation to be 0.86 per cent and that of efferent 
type of herniation to be 0.3 per cent after partial 
gastrectomy. In spite of retroanastomotic herniation 
being relatively rare after gastrectomy, it should be 
considered as a possibility in all cases of postoperative 
small intestinal obstruction or rupture of the duodenal 
stump. The afferent loop hernia has been found es- 
pecially after antecolic partial gastrectomy and would 
appear to add to the mortality of this operation. 
There are a few clinical differences noted between 


the two different types of hernia. The course of the 
condition has sometimes been very rapid. The diag- 
nosis usually has to be made on the clinical features, 
although rarely help may be obtained from roent- 
genography and pathologic investigation. Two fea- 
tures in particular were stressed: presence of a palp- 
able lump in the left upper abdomen and the absence 
of bile in the gastric contents in the afferent loop type. 
The authors were surprised by the high incidence of 
chronic cases, which have accounted for 12.5 per cent 
of the cases reviewed since 1933, 15 per cent of the 
afferent loop, and 11 per cent of the efferent loop 
hernias. 

The high mortality from retroanastomotic hernias 
could be reduced by prevention, by closing or obliter- 
ating the hiatus as far as possible after retrocolic and 
antecolic operations, and also by early operation after 
the onset of acute symptoms. 

—Donald M. Clough, M.D. 


GASTROINTESTINAL TRACT 


Upper Gastrointestinal Tract Alterations in Adenoma- 
tosis of the Endocrine Glands. RALPH SCHLAEGER, 
Marjorie LeMay, and Pau WERMER. Radiology, 
1960, 75: 517. 


‘THE AUTHORS DESCRIBE under the name of adenomato- 
sis of the endocrine glands a syndrome which has as 
its main components tumors of various endocrine 
glands and peptic ulcerations with an unrelenting 
course despite treatment. 

The endocrine glands principally affected are the 
anterior pituitary gland, the parathyroid glands, the 
islets of Langerhans, and less frequently the adrenals 
and the thyroid gland. Lipomas in various sites, 
extrinsic to the endocrine system and the gastro- 
intestinal tract, have also been incriminated. 

The patients usually seek medical care for various 
facets of the syndrome: signs of anterior pituitary in- 
sufficiency or acromegaly; clinical manifestations of 
hyperparathyroidism occasionally associated with the 
presence of urinary tract calculi; or varied features of 
hyperinsulinism. In some cases the gastrointestinal 
signs and symptoms predominate, with evidence of 
multiple peptic ulcerations, a tendency to profuse 
bleeding, perforation, and obstruction; in others 
attacks of recurrent pancreatitis are noted; and in still 
others sprue or watery diarrhea with hypokalemia 
may represent the fragmentary manifestation of the 
syndrome. Marked hypersecretion of the stomach and 
villous adenomas of the colon have also been observed 
as part of the syndrome. 

The most important facet, however, is the fact that 
the gastrointestinal lesions, particularly in the upper 
tract, are refractory to all forms of treatment, thus 
establishing a very guarded ultimate prognosis. In 
order to avoid any certain predictable pitfalls in 
therapy, an accurate diagnosis is imperative. 

A perusal by the authors of the cases reported in 
the literature, which is reviewed in the article, and a 
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study of their own cases have disclosed a rather unique 
and sometimes characteristic constellation of roent- 
genographic findings in the gastrointestinal tract 
which permits a diagnosis to be suspected preopera- 
tively. Thus, the stomach, because of the hypersecre- 
tion, is the site of a large fluid residuum, and empty- 
ing of the barium is not impeded but, on the contrary, 
is accelerated. Menetrier’s disease consisting of gen- 
eralized formation of giant folds in the stomach is 
often present to such degree that polypoid defects in 
the barium are produced. The peptic ulcerations in 
the stomach are generally seen in association with 
enlargement of rugae. Although neither the pattern of 
fold enlargement nor the peptic ulcerations are 
specific, their composite occurrence with that in the 
duodenum and jejunum is sufficiently characteristic 
to warrant a diagnosis of adenomatosis of the endo- 
crine glands. The ulcerative changes in the duodenum 
are variously located in the second and third portions 
of the loop, are associated with an atonic mega- 
duodenum, arousing the suspicion of organic obstruc- 
tion distally, the mucosal folds are markedly enlarged 
and coarsened, and the walls are rigid. Ulcers in the 
region of the ligament of Treitz or distally in the 
jejunum, especially in the presence of prominent folds 
and rigidity of the wall, are also highly suggestive of 
the syndrome. 

Remedial operation, including vagectomy, is fol- 
lowed by recurrence of the ulceration and such com- 
plications as hemorrhage and perforation. Cases are 
described in which even total gastrectomy was fol- 
lowed by ulcers near the esophagojejunostomy site 
and terminal perforation. 

The authors present the reports and roentgeno- 
graphic illustrations of 7 patients who have had 
either the complete syndrome or partial endocrine 
manifestations coexisting with gastrointestinal altera- 
tion. —T. Leucutia, M.D. 


Massive Gastrointestinal Hemorrhage Due to Heredi- 
tary Hemorrhagic Telangiectasia. J. RicHARD Am- 
ERSON and Wiiuiam C. McGarity. Am. Surgeon, 1960, 
26: 707. 


Five cases of recurrent or massive gastrointestinal 
bleeding due to hereditary hemorrhagic telangiectasia 
are reported. The diagnosis of this entity was estab- 
lished by laparotomy and pathologic studies of the 
lesions. Because of the extensive involvement of the 
gastrointestinal tract in 4 patients, the entire lesion 
was not removed at laparotomy. However, in 1 pa- 
tient a segmental resection and multiple excisions of 
the lesions yielded good results. 

Hereditary hemorrhagic telangiectasia should be 
considered in every case of gastrointestinal bleeding 
of unknown origin. —RHarold Laufman, M.D. 


Leiomyosarcoma, a Diagnostic Challenge. Appa A. 
Messe, Leon Sasson, and BENJAMIN SHERWIN. 7. Am. 
M. Ass., 1960, 174: 1706. 


A PREOPERATIVE DIAGNOSIS of abdominal leiomyosar- 
coma not involving the uterus is rarely possible. The 
diagnosis may be suspected in cases of large smooth 
nontender intra-abdominal masses with a suggestion 
of cystic consistency. Occasionally, the diagnosis is 
suggested by roentgenographic findings of an intra- 


mural extramucosal mass, especially if there is q 
sinus tract leading out of the gastrointestinal tract, 
In this article, details of 9 cases are given. 

A 26 year old woman had marked anemia and 
occult blood in the feces. Roentgenograms revealed 
a mass adjacent to the greater curvature of the pars 
media of the stomach. A 4 cm. leiomyosarcoma was 
removed by segmental resection. Eighteen months 
later she was alive and well. 

Roentgenograms revealed a sinus tract from the 
duodenum of a 34 year old woman who had anemia 
and occult blood in the feces. The patient refused 
operation. Four months later a large mass could be 
palpated in the right upper abdominal quadrant. At 
operation a 10 cm. mass involving the duodenum 
was resected. She died of abdominal sarcomatosis 
27 months later. 

Roentgenographic studies of the stomach and 
colon were normal in a 55 year old woman with 
melena and epigastric pain. Transfusions were given. 
A year later exploratory celiotomy was performed for 
further bleeding. Bowel resection was carried out for 
a 3 cm. leiomyosarcoma of the proximal jejunum. 
Eight months later, she was well. 

Laparotomy was performed on a 26 year old 
woman because of signs of peritonitis. A perforated 
leiomyosarcoma of the ileum was resected. ‘Two years 
later there was no evidence of recurrence. 

A 47 year old man with anemia and weight loss 
was found to have a large, movable mass in the 
upper part of the abdomen. Barium enema examina- 
tion revealed notching of the shadow of the transverse- 
colon. Resection of a leiomyosarcoma of the trans- 
verse colon was performed. At the time of operation, 
metastases were noted. He died 9 months later. 

Resection of a leiomyosarcoma of the right retro- 
peritoneal space was performed in a 60 year old man 
who had abdominal pain, weight loss, and a palpable 
mass. He died postoperatively. 

A 50 year old woman had an asymptomatic cystic 
mass extending from the hypogastrium to the pelvis. 
The lesion seemed to arise from the stomach and 
was successfully resected. She was well at follow-up 
3 months later. 

A 66 year old woman noted progressive abdominal 
enlargement for 4 months. A huge partially cystic 
leiomyosarcoma could not be resected at operation. 
Autopsy 9 days later showed that the lesion arose 
fram the stomach. 

A 68 year old woman was operated upon with a 
preoperative diagnosis of twisted ovarian cyst because 
of abdominal pain, vomiting, and a palpable abdomi- 
nal mass. A 12 cm. cystic leiomyosarcoma of the 
ileum was resected. Seventeen months later she died, 
presumably of recurrence. 

—Lockert B. Mason, M.D. 


Smooth Muscle Tumors of the Gastrointestinal Tract. 
Rosert W. Buxton. Am. Surgeon, 1960, 26: 666. 


THE AUTHOR reviews all cases of smooth muscle 
tumors of the gastrointestinal tract observed over a 20 
year period at the University of Maryland Hospital 
in Baltimore. The characteristics of these tumors at all 
levels in the gastrointestinal tract from the esophagus 
to the rectum are reviewed. There is great variation 
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in the size of these tumors, ranging from approxi- 
mately 5 mm. to 20 to 30 cm. in diameter. They may 
weigh as much as 6,500 gm. There are no demonstra- 
ble peculiarities of these tumors based on sex, race, 
or geography. In general, about 60 per cent occur in 
patients from 40 to 60 years old. The leiomyoma is the 
commonest of the benign tumors of the esophagus. 

One case is reported of an esophageal malignant 
tumor of smooth muscle origin in which there was 
regression of symptoms and marked decrease in size 
of the tumor after irradiation. Irradiation was used 
as a preoperative measure and it is suggested as useful 
treatment for large bulky tumors and as a means of 
palliation. There are some patients with sarcomatous 
gastric lesions whose clinical course is acute and ful- 
minating. Prompt and extensive resection in these 
instances is in order. In the malignant lesions of both 
small intestine and colon, prolonged survival may be 
obtained when a vigorous surgical effort is made 
despite incurable spread of the tumor. The malignant 
lesions of the rectum have a very poor prognosis and 
require extensive resection by the combined ab- 
dominoperineal route. There is an extensive review 
of the literature in this article. 

—Lloyd D. MacLean, M.D. 


Peptic Ulcer as Encountered in a Surgical Unit in 
South India. D. M. Hancock. Brit. 7. Surg., 1960, 
48: 128. 


THE AUTHOR REVIEWED 198 cases of peptic ulcers 
treated at the Christian Medical College Hospital, 
Vellore, South India during the years 1954 to 1958. 
In this group there were 153 cases of duodenal ulcer, 
18 of combined duodenal and gastric ulcers, 15 of 
stomal ulcer, and 12 of gastric ulcer. Of the duodenal 
ulcers 92 per cent occurred in males. The diagnosis 
of gastric retention and stenosis was made in 135 
cases as evidenced by visible peristalsis, delay in 
passage of barium meals, and visible stenosis at oper- 
ation. 

The author made measurements between the pal- 
pable pyloric ring and the ulcer in 50 patients with 
duodenal ulcer. He noted that 66 per cent had distal 
ulcers, lesions 2 cm. or more from the pyloric ring, 
or scar which were well correlated with clinical evi- 
dence of gastric retention. Most duodenal ulcers were 
found to be situated posterosuperiorly. There were 6 
operative deaths in this series and 5 of these occurred 
in patients who had a partial gastrectomy. No deaths 
occurred in patients treated by segmental resection 
with pyloroplasty, 53 cases, by vagotomy and gastro- 
enterostomy, 36 cases, and by gastroenterostomy, 9 
cases, 

The author advocates the use of the pyloric ring as 
a landmark so that the surgeon can relegate ill de- 
fined ulcers, i.e., pyloric channel ulcers, to one or the 
other side of the ring by palpation and inspection of 
the opened up gastroduodenal area. 

—John F. Hudock, M.D. 


Review of Medically Treated Bleeding Gastric or 
Duodenal Ulcers, ANDERS WENCKERT, Ivar Bora, 
and Peter LinpBiom. Acta chir. scand., 1960, 120: 66. 


Tue auTHors review their experience with 497 pa- 
tients treated medically for bleeding gastric or duo- 
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denal ulcer over a 9 year period. The patients were 
divided into a favorable and an unfavorable group 
according to the course of the disease after the initial 
hemorrhage. The favorable group includes those sub- 
sequently free of distress and those who had only 
trivial symptoms. The percentage of unfavorable cases 
associated with various clinical diagnoses is as follows: 
of 124 cases in which the diagnosis was gastric ulcer, 
75.8 per cent were in the unfavorable group; of 129 
cases of duodenal ulcer with crater, 78.2 per cent; of 
152 cases of duodenal ulcer with bulb deformity, 
69.0 per cent; of the total 281 cases of duodenal ulcer, 
73.3 per cent; of 405 cases of gastric ulcer plus duo- 
denal ulcer, 74.1 per cent; and of 64 cases in which an 
ulcer was not demonstrable on the roentgenogram, 
14.1 per cent were in the unfavorable group. 
Demonstration of ulcer includes those cases in 
which ulcer was demonstrated either before, during, 
or after the bleeding episode. About 48 per cent of 
the patients with roentgenologically demonstrable 
ulcer had a more serious course, and most of this 
group were treated by surgical resection. As a rule 
persisting trouble after two thorough courses of medi- 
cal treatment as well as the usual complications was 
regarded as an indication for surgical treatment. 
The frequency of recurrent bleeding was 46 per 
cent for gastric ulcer and 53 per cent for duodenal 
ulcer. Roentgen findings influenced the prognosis as 
shown but other factors, such as age, severity of initial 
hemorrhage, and type of ulcer had very little influ- 
ence on the prognosis after the initial episode of 
hemorrhage. The incidence of later or recurrent 
hemorrhage was also little influenced by age, initial 
severity of hemorrhage, or location of the ulcer; how- 
ever, 14 per cent of cases with no roentgenographic 
findings had recurrent hemorrhage versus a recurrent 
hemorrhage rate of 51 per cent for those with 
roentgenographic findings. The risk of symptoms from 
ulcer after a hemorrhagic episode are so considerable 
that such bleeding should weigh heavily in favor of 
surgical treatment. —Carl H. Calman, M.D. 


Perforation of Gastric and Duodenal Ulcers; Ob- 
servation of 100 Cases (Die Perforation des 
Magen- und Duodenalulcus Betrachtungen an Hand 
von 100 Faellen). K. U. Timme and N. Srorcker. 
Kbl. Chir., Leipzig, 1960, 39: 1952. 


Amonc the complications of gastric and duodenal 
ulcers, free perforation occurs frequently. An inci- 
dence of 5 to 15 per cent has been reported. The 
authors report on 100 cases occurring from 1949 to 
1959. 

The perforations occurred in the stomach in 26 per 
cent of the cases; in the pyloric area in 69 per cent; 
and in the remaining portion of the duodenum in 5 
per cent. These figures do not correspond with other 
statistics in the literature, partly because some authors 
include the pyloric area in the gastric figures and 
others include it with duodenal perforations. The 
authors divided the 100 cases into 60 gastric and 40 
duodenal perforations by placing the prepyloric group 
in the gastric group. 

Perforation occurred in 98 men and 2 women. Inci- 
dence according to age was 22 gastric and 11 duo- 
denal perforations in the 41 to 50 year age group and 
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11 gastric and 14 duodenal in the 51 to 60 year age 
group. Olson and Harkins reported most perforations 
as occurring between the fortieth and fiftieth year. 

In analyzing the causes of perforation, the number 
of occurrences were plotted against the time of the 
year. Besides the usual increase in spring and autumn, 
perforations increase toward the end of the year. 

A sudden, stinging pain was experienced by 55 per 
cent of the patients; 51 per cent appeared pale; 43 
per cent experienced crampy abdominal pain; and 39 
per cent experienced a cold sweat. Several charac- 
teristic symptoms are present in a free perforation: 
rigid abdomen in 71 per cent; epigastric tenderness in 
78 per cent; leukocytosis in 69 per cent; and tachy- 
cardia in 50 per cent of the cases studied. Roentgeno- 
logic diagnosis was obtained in 62.5 per cent of the 40 
patients studied by roentgenography. The remaining 
60 patients were operated on immediately, without 
use of roentgenograms. 

The literature reports wide variation in the ulcer 
history prior to perforation. Long histories have been 
reported in 31 to 86 per cent of the cases. In the 
authors’ series 18 per cent had no previous history; 
50 per cent had a 0 to 5 year history; 13 per cent had a 
6 to 10 year history; and in the rest length of history 
varied from 11 to 30 years. 

Most authors agree on the 6 hour limit, after which 
the mortality increases in treating perforations. Fifty 
patients with gastric perforations and 27 with duo- 
denal perforations were operated on within 6 hours of 
the perforation; 3 with gastric and 7 with duodenal 
perforations, between 7 and 10 hours; and 6 with 
gastric and 6 with duodenal perforations, between 11 
and 24 hours. Only 1 patient was operated on over 24 
hours after perforation and this patient expired. The 
mortality in the first group was 2.6 per cent, in the 
second, 10 per cent, in the third, 25 per cent, and in 
the last, 100 per cent. These figures demonstrate the 
necessity of immediate surgical intervention. Toxic 
damage to the heart and circulatory system as a con- 
sequence of peritonitis is prominent. 

The operative mortality rate is dependent upon the 
type of procedure utilized. Primary closure carries a 
mortality of 7 to 17.29 per cent, depending upon the 
clinic reporting. Mortality after primary resection, on 
the other hand, has been reported to be from 4 to 12.1 
per cent. With conservative treatment, the mortality 
rates range from 10 to 14.3 per cent. 

Among the operative complications, a diffuse peri- 
tonitis developed in 4, bronchopneumonia in 3, ileus 
in 3, thrombophlebitis in 3, pulmonary infarction in 2, 
and a local wound complication in 6. 

In the discussion, the authors present various argu- 
ments for primary resection and simple closure. Since 
the total mortality is not influenced by either method, 
and in view of modern anesthesia and antibiotics, 
primary resection could very well be the method of 
choice in treating some patients. 

—Andrew P. Adams, M.D. 


Subtotal Gastrectomy for Benign Gastroduodenal 
Ulceration in the Patient Over 60. Wituiam T. 
Wiuuiams. Am. Surgeon, 1960, 26: 685. 


THIRTY-SEVEN patients who were more than 60 years 
of age underwent subtotal gastrectomy for peptic 


ulcer. There were 24 duodenal ulcers, 9 gastric, and 
4 duodenal and gastric ulcers. The fact that peptic 
ulcer may persist in a latent form until the later years 
of life or may first develop during this period js 
emphasized. The patients’ ages ranged from 60 to 8} 
years and more than one-half of them had symptoms 
for 2 years or less. The symptoms, complications, or 
sequelae of peptic ulcer for which gastrectomy was 
performed were bleeding, obstruction, intractability, 
and serious question of malignancy. There were 4 
deaths, a mortality rate of 10.8 per cent. 

A 75 per cent resection with gastrojejunostomy was 
the usual procedure performed and the postoperative 
results were gratifying in that there was weight gain 
and a notable lack of postprandial discomtort. There 
have been no recurrent ulcers in this group of pa- 
tients followed up for a maximum of 5 years. Hemor- 
rhage was the most frequent indication for operation 
and every attempt was made to control the hemor- 
rhage and restore normal blood volume prior to 
operation. In only 2 patients was it necessary to per- 
form emergency gastrectomy. Ten patients had hem- 
orrhage as great as these 2 initially but the bleeding 
was controlled and the operation performed elec- 
tively at a later date. During the 5 year period of this 
study, only 2 patients died in the hospital from bleed- 
ing peptic ulcer without operation. 

The author does not use nasogastric suction after 
gastrectomy. Oral intake is restricted to occasional 
moistening of the lips until bowel sounds appear or 
flatus is expelled. The low incidence of respiratory 
complications reported in this series is attributed par- 
tially to this fact. —Lloyd D. MacLean, M.D. 


Surgical Treatment of Massive Hemorrhage from 
Duodenal Ulcer. Georce L. JoHNnson, Cari W, 
HucuHes, and WarRNER F. Bowers. Mil. Med., 1960, 
125: 741. 


THE AUTHORS review 3 years’ experience with emer- 
gency gastric resections for massive duodenal hemor- 
rhage at the Tripler U. S. Army Hospital, Honolulu, 
Hawaii. Their criteria for massive hemorrhage con- 
sist of a hematocrit of 30 or below, hemoglobin below 
8 gm. and clinical signs of shock or failure to respond 
to adequate blood replacement. It is emphasized that 
the patient in whom massive bleeding is suspected 
needs frequent clinical evaluation including hemato- 
crit at least every 4 hours. If medical management 
does not control bleeding surgical intervention should 
take place as soon as indications are clear. In most 
cases, this should be before 48 hours after the onset 
of bleeding since surgical mortality is tripled after 
that period. 

The authors’ series included 260 admissions for 
duodenal ulcer and hemorrhage with 8.5 per cent, 22 
patients, requiring emergency surgical treatment. 
Mortality in this group was 9.1 per cent, 2 deaths, 
whereas there were no deaths associated with 10 
emergency gastric resections for gastric hemorrhage 
during the same period. 

Of the 22 emergency resections for duodenal hemor- 
rhage 19 were performed upon male patients. The 
average age was 43 years. All of these patients had a 
two-thirds to three-fourths gastric resection with no 
loop, small stoma, antiperistaltic, retrocolic gastro- 





jejun 
crit ¢ 
comfy 
with 
comfy 
rate ( 
comfy 
tion, 
fs 
same 
case 
gastr 
16,00 
autoy 
duod 


The 
Nu 
N. 

SEVE 

expe 

prod 
that 

regal 
supp 
muct 

The 

vaga 

insef 
and \ 
distir 


follo’ 
oper 
vaga 
with 
prev 
gastr 
these 


jejunostomy. The patients admitted with a hemato- 
crit of 27 per cent or less showed a postoperative 
complication rate of 69.2 per cent whereas of those 
with a hematocrit of 28 or more on admission a 
complication developed in 25 per cent for an over-all 
rate of 41 per cent postoperative complications. These 
complications included: dehiscence, 3; wound infec- 
tion, 3; pneumonia, 2; and postoperative bleeding, 1. 
There were 78 elective gastric resections during the 
same period without a fatality, giving an over-all 
case fatality rate of 1.8 per cent in a total of 110 
gastrectomies. The 2 patients who died received 
16,000 and 13,000 c.c. of blood and in each case 
autopsy showed multiple ulcerations of the entire 
duodenum to the level of the ligament of Treitz. 
—Patrick F. Jewell, M.D. 


The Control of Gastrin Release. LLtoyp M. Nynus, 
Nites D. CHAPMAN, Rosert V. DeVito, and HENRY 
N. Harkins. Gastroenterology, 1960, 39: 582. 


SEVERAL INVESTIGATORS have found that under certain 
experimental conditions, vagal stimuli are capable of 
producing the release of gastrin. The authors believe 
that antral motility plays little or no role in this 
regard. Rather would it appear that the vagus nerves 
supply fibers directly to the antral mucosa or sub- 
mucous nerve plexus, releasing gastrin on stimulation. 
The authors set out to answer two questions: (1) Is 
vagal release of gastrin from the antrum due to an 
inseparable relationship between local antral factors 
and vagal effect or are these two factors separable and 
distinct entities? (2) What is the significance of vagal 
stimulation in the over-all release of gastrin? 

Answers to these questions were sought by using 
the authors’ technique of antroneurolysis, i.e., separa- 
tion of antral mucosa from submucosa to disrupt 
intramural nerve connections. Isolated antral pouches 
were prepared in Heidenhain pouch dogs and antral 
motility was recorded with a small balloon connected 
to a strain gauge. 

The authors believe that their experiments confirm 
the work of previous investigators showing that the 
isolated innervated antrum responds readily to 
mechanical, chemical, and vagal stimulation to 
release gastrin. Also, these three stimulatory mecha- 
nisms can be blocked by solutions of low px or by 
cocaine. The mechanical and chemical mechanisms 
of antral stimulation were unaltered after antroneurol- 
ysis, whereas there was a definite alteration of gastrin 
release by vagal stimulation. They point out the 
following when the antrum is to be retained in 
operations for duodenal ulcer: The antrum must be 
vagally denervated, it must remain in continuity 
with the acid stream, and antral stasis must be 
prevented by a drainage procedure. The segmental 
gastrectomy of Wangensteen would seem to fulfill 
these criteria. —Alan Thal, M.D. 


Experimental Evaluation of Antral Exclusion and 
mplemental Vagotomy in Treatment of Duo- 
denal Ulcer. H. D. ines, C. B. Jenson, N. W. Crisp, 
K. ImMamoctu, and O. H. WANGENSTEEN. Gastroenter- 
ology, 1960, 39: 602. 


WADDELL AND BARTTLETT postulated that complete 
vagectomy of the antrum will reduce the ulcerogenic 
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propensity of patients or experimental animals who 
have had antral exclusion operations. Nyhus and as- 
sociates have shown that vagal stimulation of the 
antrum releases gastrin. 

However, in this experiment with 21 dogs whose 
antrums were excluded, severe jejunal ulcers devel- 
oped equally, 20 per cent, in animals with intact 
vagus nerves and in those whose vagi were severed. 

—Leonard D. Rosenman, M.D. 


The Bearing of Preoperative Gastric Acidity on 
Surgical Procedures for Duodenal Ulcer; Results 
of Combination Vagotomy-Antrectomy (Orienta- 
tion du traitement chirurgical de ulcére duodénal d’ 
aprés l’étude préopératoire de l’acidité gastrique). J. 
Miararet, G. EpELMANN, R. BourGEots, and J.-F. 
Davezac. Mem. acad. chir., Par., 1960, 86: 759. 


THE AUTHORS applied the results of preoperative 
gastric acidity studies as one guide to the type of 
operation elected for duodenal ulcer and report on 
their experiences with vagotomy-antrectomy-gastro- 
enterostomy in selected patients. Acidities were 
measured by the Hollender test on overnight aspirates 
after injection of insulin and in response to histamine. 
All are subject to errors in technique, which requires 
critical attention to details. 

The authors studied 50 patients with these results: 
(1) Nocturnal hypersecretion is inconstant, although 
the flow of hydrochloric acid is practically always 
increased; (2) the Hollender test in patients with 
duodenal ulcer is positive in more than 75 per cent; 
(3) acidity after injection of histamine is normal in 
about 60 per cent of the patients and elevated in 
about 40 per cent; and (4) “‘ paradoxical results” are 
rare. The authors attach significance to the frequency 
of hyperacidity after histamine injection from the 
point of view of the surgical procedure to be chosen. 

Over a 3 year period, 138 patients were treated 
surgically for duodenal ulcer and 48 of these who 
had a positive Hollender test and positive response to 
histamine had hemigastrectomy and vagotomy. 
Functional results after this procedure were excellent. 
Postoperatively it was demonstrated in these patients 
that nocturnal gastric secretions decreased in volume, 
free acid was less, and acid secretions in response to 
insulin and histamine were diminished. The authors 
conclude that gastric acidity studies are important in 
the preoperative evaluation of patients with duodenal 
ulcer, and that, since the results of hemigastrectomy 
and vagotomy not only compare favorably with those 
of classical subtotal gastrectomy but also obviate the 
risks of incomplete vagotomy and gastroenterostomy, 
the less mutilating hemigastrectomy and vagotomy 
should be more generally considered as the operation 
of choice in properly evaluated patients with duodenal 
ulcer. — Edwin 7. Pulaski, M.D. 


Gastric Vagotomy Versus Total Abdominal Vagot- 
omy. CHarves A. GrirrirH. Arch. Surg., 1960, 81: 
781. 


THE UNDESIRABLE SYMPTOMS of a flaccid, achlorhydric 
stomach which frequently result from the convention- 
al total abdominal vagotomy performed at the level 
of the hiatus have been largely corrected by tech- 
niques of gastrojejunostomy, pyloroplasty, or hemi- 
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gastrectomy. These measures improve gastric stasis 
without increasing the low incidence of dumping or 
other postgastrectomy sequelae. However, other 
symptoms of vague discomfort, bloating, borborygmi, 
and diarrhea may occur and are possibly related to 
the complete vagotomy which denervates the biliary 
tree, the small intestine, and the proximal colon. The 
right and left vagus nerves follow fairly constant 
anatomic courses from the esophageal plexus down 
through the esophageal hiatus as right or posterior 
and left or anterior trunks which ramify into gastric 
branches along the lesser gastric curvature and 
hepatic and celiac plexuses. In an effort to treat peptic 
ulcer disease without the disadvantages of total ab- 
dominal vagotomy, the author and others have 
devised a procedure for selective gastric vagus section. 
After cadaver dissections and dog experiments, it 
was elected by the author to combine hemigastrec- 
tomy with gastric vagotomy so as to avoid any possi- 
ble residual antral innervation by recurrent hepatic 
or celiac vagus fibers. The meticulous technique of 
selective gastric vagotomy is described in detail. 
Since 1958, 14 patients have undergone gastric 
vagotomy and hemigastrectomy with gastrointestinal 
continuity re-established as a Billroth I procedure. 
These patients all had symptoms of intractable ulcer 
without complications of acute bleeding, perforation, 
or obstruction. There has been no morbidity or 
mortality, and postoperative gastric analyses in several 
patients given the insulin test have shown no free 
acid. In the short follow-up period, no dietary prob- 
lems, dumping symptoms, or stomal ulcers have 
developed. Most important, there have been no post- 
vagotomy complaints. Satisfaction of patient and sur- 
geon with this combination of gastric vagotomy and 
hemigastrectomy is greater than with either high sub- 
total gastrectomy or total abdominal vagotomy. 
—Enmile L. Meine, Fr., M.D. 


Results of Vagotomy and Antral Resection in Surgical 
Treatment of Duodenal Ulcer. H. Wittiam Scott, 
Jr., J. Lynwoop HERRINGTON, JR., LEONARD W. 
Epwarps, Harrison J. SHULL, and Others. Gastro- 
enterology, 1960, 39: 590. 


THE ENTHUSIASM of this group of physicians and sur- 
geons at Vanderbilt University School of Medicine, 
Nashville, Tennessee for resection of the gastric an- 
trum and vagectomy has increased in the 13 years 
during which they have observed the results of their 
treatment of patients with duodenal ulcers. Seven 
hundred sixty-five patients were so treated for the 
usual surgical indications in ulcer disease. About half 
of 2.7 per cent of patients who died during or after the 
operation were among the 220 who had emergency 
operations for hemorrhage. 

Follow-up study of 99 per cent of the survivors has 
been largely by personal interview and exceeds 2 years 
in three-fourths of the total. Excellent and good re- 
sults were achieved in 93 per cent, fair results in 4.5 
per cent, and poor results—recurrent ulcers in 0.5 per 
cent and disabling dietary problems and nutritional 
defects in the others—in 2.5 per cent. The 4 cases of 
recurrent ulcerations are explained by incomplete 
vagotomy in 3 and a pancreatic islet cell tumor in 
another. 


The good and bad results and the complications 
were evenly distributed among the 60 per cent of 
patients managed by gastrojejunostomy and the 40 
per cent treated by gastroduodenostomy. Dumping of 
all degrees of severity appeared in 26 per cent of all 
cases but was very mild in 20 per cent or moderate in 
5 per cent. —Leonard D. Rosenman, M.D. 


The 10 Year Results of Vagotomy in Chronic Duode- 
nal Ulcer. Harotp Burce and PETER A. C1arx. 
Gastroenterology, 1960, 39: 572. 


THERE was an ulceration recurrence rate of 3.8 per 
cent in 301 patients with duodenal ulcer treated by 
vagotomy and gastroenterostomy, compared to a re- 
currence rate of 3.6 per cent in 140 patients treated 
by vagotomy and pyloroplasty. All patients were fol- 
lowed up for 9 to 12 years. All recurrences in the 
group with pyloroplasty were within the first 5 years. 
Postvagotomy diarrhea was a troublesome symptom, 
occurring to some degree in 30 per cent of patients, 
though in only 2, or 3 per cent, was it severe. 
There were 2 deaths in the group with pyloroplasty, 
both from leakage at the suture line, and no deaths 
in the gastroenterostomy group. Further operation 
for stenosis was required in 6 of the patients with 
pyloroplasty. Of these, 5 came to operation more than 
5 years postoperatively. Only 1 gastroenterostomy 
patient required further operation for stenosis. Pylor- 
oplasty may not be the drainage procedure of choice 
in patients who already have duodenal stenosis. 
The incidence of subsequent gastric ulceration was 
very low, and there were no cases of subsequent gastric 
carcinoma. —Stanley W. Tuell, M.D. 


Benign Neoplasms of the Stomach, Witt1Am Grare, 
ByorN THORBJARNARSON, JOHN M. PEaRcE, and JouN 
M. BEAL. Am. 7. Surg., 1960, 100: 561. 


A series of 104 benign gastric neoplasms studied in 
the Department of Surgery, The New York Hospital- 
Cornell Medical Center, New York, New York is 
presented. Adenomas were found most frequently and 
were discovered in 50 of the 104 patients. Leiomy- 
omas, which numbered 44, represented the second 
largest group. Together, the adenomas and leiomy- 
omas accounted for 90.3 per cent of the benign neo- 
plasms. 

The clinical manifestations of gastric adenoma are 
similar to those of carcinoma of the stomach. Twenty- 
six per cent occurred in patients with pernicious 
anemia. Partial gastrectomy is recommended as surgi- 
cal weatment. 

Leiomyomas were associated with symptoms in 
only 9 patients. Local excision is usually adequate 
therapy. 

Of the other lesions 7 were lipomas, 1 a neuro- 
fibroma, 1 an aberrant pancreas, and 1 a carcinoid. 

—W. Foster Montgomery, M.D. 


Early Gastric Cancer and Teleroentgenodiagnosis 
(Cancer gastrique au début et téléroentgendiagnostic). 
ALBERT JutRas. Union méd. Canada, 1960, 89: 1413. 


In 1957, the author, of the University of Montreal, 
Canada, together with Duckett designed the method 
of teleroentgenodiagnosis for detection of early gastric 
neoplasm and has used this technique in day to day 
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practice since that time. By early cancer is meant a 
lesion that has not yet invaded the muscularis mu- 
cosae or lymphatics; this mucosal cancer may be 
vegetating, ulcerating, or infiltrating. The pathologic 
appearance of each of these three groups is described. 
It is the superficial spreading carcinoma that requires 
the most refined of roentgenologic techniques if it is 
to be detected. Good roentgenology makes possible 
accurate definition of the important Carman-Kirklin 
meniscus sign, long studied intensively by the author. 
Its importance is in assisting in distinction between 
ulcer and cancer. In such cases teleroentgenodiagno- 
sis is invaluable. It consists of a special assembly of 
instruments that permit remotely operated compres- 
sion, televised fluoroscopy, and simultaneous cinema- 
photography. This method has proved its efficiency in 
routine survey examinations as well as in problem 
cases and rechecks. It is especially valuable in early 
detection of superficial spreading carcinomas. 

The author presents a detailed illustrated explana- 
tion of the anatomic and physiologic substrata and 
the static and dynamic changes which they undergo 
during minute roentgen ray examination by TV tech- 
nique. Differentiation between ulcer and cancer is 
based upon variations in roentgenologic representa- 
tion of the lesions according to: (1) dimensional re- 
lation between diameter and depth, (2) orientation 
of the great convexity of the defect, and (3) direction 
of the axes of the borders of the niche. This technique 
afforded diagnosis of 26 gastrectomy-proved early 
cancers of the stomach, 14 of the 26 lesions still con- 
fined to the mucosa. The details of the author’s very 
large experience with teleroentgenodiagnosis for 
lesions of the upper gastrointestinal tract are lucidly 
presented. —Edwin 7. Pulaski, M.D. 


Gastric Cancers Invisible at Laparotomy (Sur les can- 
cers gastriques invisibles 4 lopération). ReEné-A. 
GuTMANN. Union méd. Canada, 1960, 89: 1351. 


GasTRIC CARCINOMA develops slowly over a period of 
many years, 4 to 6 being an average. This view is 
contrary to most opinion. The lesion is first limited 
to the mucosa and extends very slowly along the 
surface toward the deeper layers of the gastric wall. 
During this period a roentgenographic diagnosis of 
carcinoma limited to the mucosa can sometimes be 
made. Examples of such cases are reviewed. These 
lesions exist even when the surgeon cannot see or 
palpate any abnormality of the mucosa. The diag- 
nosis can be confirmed only by histology. 

The clinician cannot be guided by symptoms since 
they are vague and resemble symptoms of other dis- 
eases of the stomach. Often the patient will respond 
symptomatically to medical management in spite of 
the fact that the lesion is growing in size. 

In the ulcerating form of these lesions the small 
ulcer is sometimes seen. This lesion should be watched 
carefully to see if it increases or decreases in size 
under medical management. Usually any neoplastic 
ulcer will increase in size. 

In the infiltrating form of the lesion, fluoroscopists 
should watch carefully for peristalsis and any inter- 
ruption in peristaltic waves that may be suggestive of 
carcinoma. It very often happens in France that 
ulcers are operated on under suspicion of cancer and 
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these ulcers turn out to be benign and of the type that 
would have responded well to medical management. 

Neoplastic lesions may produce roentgenographic 
signs even though they do not involve the mucosa. 
This is because of a fibrous tissue reaction in the 
submucosa which causes hypertrophy of this layer 
and rigidity of the wall of the stomach. 

In some cases early carcinomatous lesions may be 
diagnosed roentgenographically but on examination 
by the surgeon at laparotomy nothing can be seen 
and nothing abnormal palpated. Under these circum- 
stances the surgeon should have faith in the roent- 
genologist and perform a gastric resection. Fortu- 
nately this situation does not occur frequently. In 
some cases it is impossible for the surgeon at lapa- 
rotomy to decide whether the lesion is benign or 
malignant on the basis of gross appearance. Some- 
times a lesion that is small will produce symptoms 
and at laparotomy the surgeon will interpret the 
stomach as being normal. Exploration of the inside 
of the stomach by means of a gastrotomy incision has 
little value if the exploration is negative. 

—Frederick W. Preston, M.D. 


Nutrition in Patients with Total Gastrectomy and a 
Jejunal Food Pouch. R. P. Hays and Date A. CLark. 
Ann. Surg., 1960, 152: 864. 


THE TECHNIQUE for providing a gastrectomized pa- 
tient with a substitute stomach fashioned from jeju- 
num has been previously reported. It consists of iso- 
lating a loop of jejunum, which is then transplanted 
with its blood supply through the transverse meso- 
colon and anastomosed to the esophagus and duode- 
num in an isoperistaltic manner. Continuity of the 
jejunum is re-established and a pouch is fashioned 
from the transplanted loop of three segments of 
jejunum. 

Since malnutrition after total gastrectomy may be 
due to an inadequate intake of food, to poor utilization 
of ingested food, or to a combination of these the 
authors evaluated their patients on the basis of: 
(1) the amount of food they were able to take without 
symptoms, (2) their utilization of that food as shown 
by intake-excretion studies, and (3) their ability to 
gain weight. 

The patients did very well clinically and were re- 
markably free from symptoms, either those of dump- 
ing or of esophagitis. Three of the 4 patients were able 
to eat meals as large as those they had eaten before 
their illness, and the fourth could eat meals 80 per 
cent as large as previously. These patients had an 
average daily caloric intake of 3,345 compared to 
3,349 for controls, an average daily protein intake of 
94 gm., and an average daily fat intake of 103 gm. 
The patients gained 33, 30, 22, and 29 pounds, re- 
spectively, when compared with their postoperative 
low weights. 

In the light of the studies made by these authors it 
seems reasonable to conclude that a substitute gastric 
pouch fashioned from jejunum allows the totally gas- 
trectomized patient to eat normal amounts of food 
without disagreeable symptoms, to assimilate and 
utilize food well, to regain lost weight, and to main- 
tain a good state of nutrition. 

— Donald M. Clough, M.D. 
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Biliary-Digestive Peripheral Intrahepatic Anasto- 
mosis in Adults (A propos de la technique des anasto- 
moses bilio-digestives intra-hépatiques périphériques 
chez l’adulte). FERNAND FLABEAU. chir., Par., 1960, 
80: 346. 


Tue First hepatocholangioenterostomy was described 
in 1898 by Czerny, and many series were reported 
subsequent to Kehr’s description of his experiences 
with 9 cases in 1904. The early approaches consisted 
of electrocautery resection of the right lobe of the liver 
and jejunal anastomosis; hemorrhage, ultimate steno- 
sis, and other complications led to near abandonment 
of the procedure until 1947 when Longmire described 
the technique of resection of the left lobe of the liver, 
isolation of a large biliary duct, and intrahepatic 
mucosal cholangiojejunostomy. The anatomic studies 
of the liver by Couinaud and resultant classification 
of the patterns of the intrahepatic biliary tree, specifi- 
cally the presence or absence of communication be- 
tween the right and left lobes of the liver, led to re- 
newed interest in the possibilities for intrahepatic 
jejunal anastomosis. 

The major indication for intrahepatic anastomosis 
is palliative bypass for extrahepatic biliary cancer. In 
benign stenosis the technique is reserved for instances 
in which primary anastomosis is not possible or has 
failed. The thoracoabdominal .approach is the pre- 
ferred one, although the abdominal route is best when 
the optimal site of anastomosis is undecided before- 
hand. Anastomosis to the left or right lobe of the liver 
is based on the results of preoperative transparietal 
cholangiography, which technique is described. Op- 
erative cholangiography is resorted to when preopera- 
tive studies are noncontributory. The techniques for 
mobilization and resection of an anterior segment of 
the right and the left lobes of the liver, and for mobili- 
zation of stomach or jejunum are detailed. Anasto- 
mosis to the stomach carries a grave risk of secondary 
ascending infection due to gastric reflux. The Roux-Y 
technique of jejunal anastomosis is preferred. The 
anastomosis is best done over a prosthesis, to avoid 
postoperative stenosis; the kind of tube to employ 
varies with current developments in synthetic pros- 
theses. The core of the operation is accurate mucosa 
to mucosa anastomosis and strict avoidance of wound 
healing faults. The author’s technique is described 
and is beautifully illustrated. 

—Edwin 7. Pulaski, M.D. 


Correlation of Clinical and Experimental Effects of 
Antibiotic Therapy for Massive Intestinal Infarc- 
tion Secondary to Acute Mesenteric Vascular 
Occlusion. H. B. Benjamin, W. B. Poros, J. MARNO- 
cua, and G. E. BARTENBACH. 7. Am. Geriat. Soc., 1960, 
8: 847. 


THE AUTHORS REVIEW Clinical and experimental data 
on occlusion of the superior mesenteric artery and re- 
port new data regarding the efficacy of antibiotics in 
treating acute massive infarction of the bowel. 
Occlusion of the superior mesenteric blood vessels 
is a major abdominal catastrophe and, although phy- 
sicians have become sufficiently aware of the condi- 
tion to make a diagnosis before death, the surgical 
treatment for this disorder leaves much to be desired. 
The over-all mortality is well above 75 per cent. 


The authors then describe the anatomy of these 
vessels and the clinical picture. They believe that 
preoperative diagnosis frequently can be made and 
that the differentiation between arterial and venous 
occlusion at times may be possible preoperatively, 
Occlusion of the vein is usually of a slower onsei, and 
the pain is colicky and increases in severity as time 
progresses. Also in occlusion of the vein, hematemesis 
and melena appear early because of intestinal con- 
gestion, there is minimal leukocytosis, and there js 
usually no evidence of shock and diaphoresis. The 
incidence of venous and arterial occlusion varies with 
each series but the two types appear to be approxi- 
mately equal in occurrence. 

In arterial occlusion, cardiac disease plays a pre- 
dominant role, and in mesenteric venous occlusion, 
the majority of cases are secondary to other patho- 
logic conditions in the abdomen, especially those of 
the portal system, such as appendicitis, pyelophlebitis, 
ulcerative colitis, and liver disease producing portal 
stasis and hypertension. 

The present treatment of acute mesenteric vascular 
occlusion is surgical and the type of operation is de- 
pendent on whether the etiologic agent is an embolus 
or a thrombus. The treatment of choice is a mesenteric 
embolectomy when the condition is recognized early 
enough. 

The authors found in their experiments that un- 
treated controls with mesenteric vascular occlusion 
had a survival rate of only 10 per cent, whereas ex- 
perimental animals treated with antibiotics had a 
survival rate of 75 per cent. 

The conclusion from this study is that when mesen- 
teric vascular occlusion has caused extensive necrosis 
of the intestine, antibiotic therapy should be used in 
conjunction with embolectomy instead of extensive 
resection of the bowel which would lead to gastro- 
intestinal crippling and involves a high mortality rate. 

— Donald M. Clough, M.D. 


Perforation in Regional Enteritis. James C. NEELY. 7. 
Am. M. Ass., 1960, 174: 1680. 


Tuts REPORT of 4 cases from the Cincinnati General 
Hospital, Cincinnati, Ohio refutes the commonly 
held belief that regional enteritis does not perforate 
into the free peritoneal cavity. Free perforation of 
regional enteritis is apparently an acute manifestation 
of a chronic process rather than a manifestation of 
an acute ileitis despite the fact that the history in 2 
cases was limited to 15 hours. 

A 48 year old woman complained of acute abdomi- 
nal pain and vomiting for 48 hours. For a year she 
had been treated for a peptic ulcer. The physical 
signs were those usually associated with a perforated 
hollow viscus. At operation there was generalized 
peritonitis. Within a mass of twisted inflamed terminal 
ileum was a perforation with leakage of small bowel 
content. The area was drained. Postoperatively an 
enteric fistula persisted and a pelvic abscess formed. 
After drainage of the abscess, performance of a right 
ileocolectomy with ileotransverse colostomy was car- 
ried out. 

A 46 year old man gave a 2 week history of increas- 
ing abdominal pain culminating in obstipation and 
vomiting. The abdomen was distended and silent. 





There were signs of peritoneal irritation. When 
exploration was carried out, there was seropurulent 
peritoneal fluid. A perforation was found in the 
terminal ileum which had the typical appearance of 
regional ileitis. The perforation was closed with 
sutures and a short-circuiting ileotransverse colostomy 
performed. The postoperative course was complicated 
by a pelvic abscess and wound infection. 

A 24 year old man, with symptoms for 14 hours, was 
operated upon with a preoperative diagnosis of acute 
ruptured appendix with diffuse peritonitis. The 
terminal ileum showed typical changes of regional 
enteritis with a small perforation. The involved 
segment of ileum was exteriorized and removed, 
leaving a double enterostomy. Subsequently the 
ileostomy was closed. 

A 44 year old woman had intermittent diarrhea 
and weight loss for several months. Crampy abdomi- 
nal pain for 24 hours precipitated admission to the 
hospital. The abdomen was distended and roentgeno- 
grams suggested small bowel obstruction. The mid- 
ileum was involved in a chronic inflammatory process 
and contained a perforation. The involved segment 
of bowel was resected. 

The patient’s convalescence was uneventful. 

In each case the diagnosis of regional enteritis was 
confirmed by microscopic study. 

—Lockert B. Mason, M.D. 


The Diagnosis and Treatment of Polyps of the Rectum 
and Colon, Peter F. Jones. Brit. 7. Surg., 1960, 48: 
aif, 


THE AUTHOR STUDIED the clinical and pathologic as- 
pects of 30 consecutive patients with polyps seen in 
the rectal clinic of the Middlesex Hospital, England 
during the years 1955 to 1957. Of these patients, 17 
were males and 13 were females. The ages ranged 
from 27 to 83 years. Of 30 patients, 8 had carcinom- 
atous changes in a polyp with no distinctive clinical 
suggestion of this change. Twenty-four of the 30 had 
rectal bleeding; 9 observed the blood to be dark red, 
indicative of a lesion above the anorectal area. On 
digital rectal examination it was possible to feel the 
polyp in 6 cases. Sigmoidoscopy was the more impor- 
tant examination. In 9 patients a polyp was seen; in 
10 altered blood was seen on the mucosa, making it 
likely that a neoplasm would be found higher in the 
colon. In another patient, feces obtained at sigmoid- 
oscopy were strongly positive for blood. 

Barium enema examination after sigmoidoscopy 
led to the diagnosis of colonic polyps in 13 patients; 
; enemas were necessary to establish the diagnosis in 

case, 

Treatment varies according to the site, size, and 
pathologic condition of the polyp. Those that can be 
felt with the finger can be readily removed through 
the anal canal. Stalked polyps seen through a sig- 
moidscope can be removed through it, but polyps 
found by barium enema have to be removed at 
laparotomy. Case histories representing these situa- 
tions are presented. Polyps which show invasive car- 
cinoma including the stalk are best treated by radical 
resection, whereas those showing focal carcinoma can 
be safely treated by local removal. 

—John 7. Hudock, M.D. 
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Polyps of the Colon and Rectum in Children. Av- 
RELIO CABRERA and JorcE Leca. Am. 7. Surg., 1960, 
100: 551. 


Tue AuTHors have reviewed the clinical data on 32 
case records of children under 15 years of age with 
juvenile polyps of the colon and rectum studied in the 
University Hospital, Cali, Colombia. Rectal polyps or 
polyps of the colon appear to be the most frequent 
cause of painless bleeding from the rectum in children. 

The value of roentgenographic examinations is 
limited and for this reason repeated examinations 
should be made until the clinician is completely satis- 
fied. The double contrast roentgenologic technique is 
recommended for reliable and accurate diagnosis in 
these cases. 

The patients who did not eliminate the polyps 
spontaneously were treated by local surgical removal 
with or without fulguration of the base. 

These juvenile polyps require only local resection. 
The microscopic appearance and clinical evolution 
are characteristic enough for the polyps to constitute a 
separate group. —W. Foster Montgomery, M.D. 


Meconium Ileus. J. A. MAcDoNALp and G. A. TRUSLER. 
Canad. M. Ass. F., 1960, 83: 881. 


ONE OF THE secondary manifestations of fibrocystic 
disease is meconium ileus, which may result from the 
production of increased protein plus that of an ab- 
normal protein by the glands of the intestinal tract in 
association with a lack of pancreatic secretion. 

The authors present an interesting and concise re- 
view of the histories of 30 children with meconium 
ileus who were admitted to the Hospital for Sick 
Children, Toronto, Canada during the 11 year 
period, 1949 through 1959. This number was ap- 
proximately 7 per cent of all the children with fibro- 
cystic disease admitted during the same period. This 
report corroborates other reports that have stated that 
7 to 15 per cent of all cases of intestinal obstruction in 
the newborn are due to this condition. 

A family history of fibrocystic disease is often ob- 
tainable; the condition is inherited as a mendelian 
recessive trait. There is probably no sex predilection. 
Apparently the condition is rare in Negroes, and it 
has never been reported in the Mongolian race. The 
clinical features are vomiting or regurgitation of 
green-stained material, absent or scant stools, and 
abdominal distention. The characteristic roentgeno- 
logic findings are distended loops of small intestine of 
varying size plus a “‘ground-glass” appearance pro- 
duced by small bubbles of gas scattered through the 
meconium in the distal portion of the small in- 
testine. 

The 27 children in this series who were treated by 
operation showed the clinical findings described. The 
various operative techniques used in treatment in 
former years included colostomy, cecostomy, je- 
junostomy, ileosigmoidostomy, and ileotransversos- 
tomy. Only 1 patient survived of the 9 infants treated 
by these means. Another method of treatment was 
ileotomy and irrigation of the proximal and distal 
portions of the bowel with hydrogen peroxide. Four 
of the 8 patients treated in this manner survived. 
Application of the Mikulicz ileostomy combined with 
resection of the grossly dilated segment of ileum re- 
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sulted in the survival of 2 of 3 children so treated. In 
this procedure the two ends of the ileum are sutured 
together to form a spur, which is crushed a few days 
later; this restores partial continuity of flow in the 
ileum and reduces loss of fluid and electrolytes. The 
Mikulicz ileostomy offers certain advantages: (1) It 
is brief and affords good decompression of the proxi- 
mal portion of the small bowel; (2) peritoneal con- 
tamination is avoided; and (3) there is no intestinal 
suture line within the abdominal cavity. Loss of fluid 
and electrolytes through the stoma and the necessity 
of a second operation are distinct disadvantages. 

Meticulous postoperative care is extremely impor- 
tant in these infants. Gastrostomy allows effective in- 
testinal decompression. Broad-spectrum antibiotic 
agents should be given to counteract peritoneal con- 
tamination and to prevent or control respiratory 
complications. Instillation of pancreatic extracts by 
nasogastric tube or by enema assists in clearance of 
meconium from the intestine. 

The long term results were disappointing. Nine of 
the 27 children survived and left the hospital; of 
these, 4 have subsequently died of their fibrocystic 
disease. —Stephen W. Carveth, M.D. 


Massive Hemorrhage from Diverticulitis, Stuart T. 
Ross and Howarp J. Eppy. Dis. Colon. G Rectum, 
1960, 3: 441. : 


Contrary to the usual pronouncements in medical 
literature, it is the opinion of the authors that profuse 
bleeding from a source distal to the ileocecal valve 
should ordinarily be considered diverticular in origin 
until evidence to the contrary is forthcoming. 

Since patients with ulcerative colitis serious enough 


to produce massive hemorrhage are usually known 
in advance to have the disease, which can, in any 
case, usually be detected by sigmoidoscopy, this leaves 
carcinoma and diverticulitis as the chief suspects in 
cases of massive hemorrhage of colonic origin. It is 
the thesis of this article that diverticular disease is a 
common cause of massive colonic hemorrhage and 
that neoplastic disease is an uncommon cause. 

In a series of 5,000 cases encountered by the 
authors in a private practice limited to the colon and 
rectum, 420 cases (8.4 per cent) of diverticulosis or 
diverticulitis and 231 cases (4.6 per cent) of malignant 
lesions have been seen. Of the latter, only 1 patient 
had a truly massive hemorrhage, whereas 19 patients 
with massive hemorrhage from diverticular disease 
have been encountered. 

It has been proved experimentally that large num- 
bers of blood vessels are present over the surface of 
diverticula. It is also convincingly postulated, though 
not proved in all cases, that the small hernia or diver- 
ticulum of colonic mucosa through the circular mus- 
cle wall usually occurs beside the nutrient vessel as it 
emerges from the subserosa into its submucous loca- 
tion. In this situation, inflammation at the neck of the 
diverticulum can easily erode into an arterial vessel 
of significant size. When complicated by inelasticity 
caused by arteriosclerotic disease, the consequent 
bleeding may well be uncontrollable. 

This discussion pertains only to adults. No case 
has been seen by the authors of massive bleeding from 
diverticulitis in a child. Usually, massive colonic 


hemorrhage in children is much more likely to arise 
from ulcerative colitis or from an avulsed polyp. 
—Ely Elliott Lazarus, M.D. 


Acute Diverticulitis of the Ascending Colon. Ricuarp 
N. Myers and Epwin W. SHEARBURN. Am. 7. Surg., 
1960, 100: 744. 


ACUTE SOLITARY DIVERTICULITIS of the ascending colon 
or cecum is a relatively uncommon disease. The dis- 
ease affects the ascending colon about one-tenth as 
often as it affects the cecum. In both cases, however, 
the condition usually simulates the clinical picture of 
acute appendicitis and for that reason the patient is 
usually submitted to operation. 

There are several features of this disease which may 
help to raise the clinician’s index of suspicion for the 
correct diagnosis although this will rarely preclude 
the necessity of performing an operative procedure 
in order to make the definitive diagnosis. The average 
age of the patient is about 41 years, which, of course, 
is considerably higher than that for appendicitis. The 
symptoms are usually of longer duration and the 
absence of nausea and vomiting in more than 90 
per cent of patients is a significant observation when 
compared to appendicitis. 

The treatment of acute diverticulitis of the ascend- 
ing colon discovered at laparotomy may pose serious 
problems. Carcinoma of the cecum and ascending 
colon is second only to appendicitis in frequency and 
for this reason must be seriously considered whenever 
such a mass is discovered in this area. For this reason, 
right hemicolectomy has been the most frequently 
employed operative procedure. When possible, how- 
ever, a lesser procedure should be carried out. The 
diverticulum may be inverted or locally excised. Sim- 
ple drainage of the lesion may be employed if the 
diagnosis is definitely known. 

The authors have also reported 4 cases of acute 
diverticulitis of the ascending colon which were ob- 
served on Surgical Service “A” of The Lankenau 
Hospital, Philadelphia, Pennsylvania. In 3 of the 4 
cases presented, a right hemicolectomy was performed 
because the lesion could not be distinguished from 
cancer. — Harvey N. Lippman, M.D. 


Surgical Treatment of Ulcerative Colitis in Children. 
KENNETH C. SAwyeER, Rospert B. Sawyer, and 
Rosert E. McCurpy. 7. Am. M. Ass., 1960, 174: 
1574. 


THIS REPORT is an informative discussion of the prob- 
lem of ulcerative colitis in children. The case his- 
tories of 4 children less than 11 years of age are pre- 
sented. Three of the patients were managed by 
ileostomy and colectomy with good results. In the 
fourth case, symptoms persisted until the patient 
reached the age of 18, when laparotomy revealed 
generalized abdominal carcinomatosis. Death oc- 
curred 3 months later. 

The authors point out that ulcerative colitis is not 
particularly rare in children. Because of its chronic 
relapsing nature during a time of active growth and 
because of the frequent severe complications such as 
perforation, hemorrhage, arthritis, liver failure, and 
carcinoma, careful evaluation and aggressive care are 
necessary. The authors state that the only adequate 





surgical management is ileostomy followed by colec- 
tomy with or without proctostomy. They conclude 
that surgical treatment should not be long withheld 
in irreversible cases of chronic ulcerative colitis in 
children. — Orville F. Grimes, M.D. 


LIVER, BILIARY SYSTEM, AND PANCREAS 


Operative Needle Cholangiography. VA1n6 Setro and 
Rotr KOu er. Acta chir. scand., 1960, 119: 411. 


A TECHNIQUE of operative cholangiography in which 
dye is introduced into the common duct through a 
needle placed directly into the duct is described in 
detail. The duct puncture is facilitated by the use of 
forceps specially adapted to hold the needle. No diffi- 
culty is encountered in introducing the needle, in 
keeping air out of the ductal system, and in prevent- 
ing bile leaks after the procedure. 

The authors believe that this method is superior to 
catheterization of the cystic duct and is, of course, ap- 
plicable in those cases in which the gallbladder has 
previously been removed.— John W. Braasch, M.D. 


Congenital Biliary Atresia. Roy Cameron and G. L. 
Bunton. Brit. M. F., 1960, 2: 1253. 


CONGENITAL BILIARY ATRESIA, although rare, remains 
one of the most disappointing surgical problems of the 
neonatal period, and the treatment is only occasional- 
ly successful. Ladd performed the first successful anas- 
tomosis in 1928, and by 1952 he and, later, Gross 
reported a total of 146 babies with biliary atresia in 
whom a cure was obtained in 12 cases. Excluded from 
this series were those children with inspissated bile in 
the ducts—a condition which must often spontaneous- 
ly regress, even though laparotomy may be required 
to diagnose it. 

The authors made inquiries throughout the medical 
centers of Great Britain, Europe, and America and 
found that not a single pathologist had come across a 
case in which sections of the liver before and after the 
relief of congenital atresia were available. Four cases 
are reported in which an operative diagnosis of con- 
genital biliary atresia was made. In 3 of these cases 
no satisfactory anastomosis could be made because of 
atresia or actual absence of the bile ducts. In the 
fourth case the common bile duct was found to be 
atretic to a point 0.5 cm. below the portal fissure 
where the dilated end of the duct was visible. This 
end was satisfactorily anastomosed to the duodenum, 
and a tissue specimen for biopsy of the liver was 
taken. The child has remained well for 4 years, and 3 
years after the operation a biopsy specimen of the 
liver was examined for comparison with the initial 
specimen. Microscopic examination of the liver before 
and 3 years after operation showed complete recovery 
with regeneration of damaged liver regions, restoration 
of biliary flow, and removal of fibrous bands which 
had begun to grow around the liver lobules. 

_ The authors comment at length on the origin of the 
liver and its bile vessels and speculate as to the cause 
of congenital biliary atresia. In some instances of the 
condition intrahepatic atresia occurs which is some- 
times associated with extrahepatic atresia. In a few, 
large cystlike spaces full of bile are found in the liver, 
but anastomosis and drainage of these cysts has not 
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been followed by relief of the obstruction. In one 
series a definite familial incidence of the defect was 
noted. 

Since progressive jaundice in infants may be due to 
several causes, the diagnosis may be difficult. Icterus 
neonatorum can usually be diagnosed, for the jaun- 
dice diminishes rapidly in the first 10 to 16 days, there 
is no liver enlargement, and the urine and stools are 
normal. Erythroblastosis fetalis may cause confusion, 
but investigation of the blood should clear up any 
difficulty. The possibility of secondary inspissated bile 
may sometimes superimpose the picture of obstructive 
jaundice on this condition and occasionally a surgical 
exploration and flushing of the bile ducts is necessary 
before atresia can be definitely ruled out. Congenital 
syphilis is becoming rare and is not often missed when 
the mother’s history and a positive Wassermann 
reaction have been obtained. Neonatal hepatitis may 
cause considerable confusion in making a diagnosis 
because liver function tests are inaccurate and because 
of severe liver damage and obstruction. 

The only satisfactory treatment of congenital biliary 
atresia is surgical exploration of the biliary tree in the 
hope that a sufficiently dilated portion of hepatic or 
common duct may be discovered that could be anas- 
tomosed to the intestine. Occasionally, if the block is 
below the entry of the cystic duct, the gallbladder 
itself may be used in the anastomosis and this is tech- 
nically simpler. The authors suggest that operation 
be deferred beyond the second week of life since the 
hazard of operation during this period is great and 
because the liver damage is largely reversible. 

— Wayne F. Cameron, M.D. 


Cholecystostomy in the Aged. Rosert E. Connon and 
Lioyp M. Nyuus. Am. 7. Surg., 1960, 100: 544. 


A REPORT of 38 aged patients who had undergone 
cholecystectomy for acute cholecystitis is presented. 
The authors recommend that all patients who are 
reasonably acceptable surgical risks or become more 
acceptable risks through successful treatment of 
chronic degenerative diseases be offered subsequent 
interval cholecystectomy, preferably within 2 months 
after cholecystostomy. 

Patients whose choledochal or cystic duct stones 
have not been removed run a high risk of recurrent 
acute attacks and should be most seriously considered 
for cholecystectomy. Those patients who are poor 
surgical risks should be deferred, followed up, and 
observed. If they become symptomatic, interval 
cholecystectomy should be recommended. Those 
patients considered poor surgical risks who remain 
asymptomatic should not be offered subsequent 
cholecystectomy. —W. Foster Montgomery, M.D. 


The Clinical Significance of the Elevated Serum 
Amylase. J. H. Hitsman. 7. M. Ass. Georgia, 1960, 
49: 485. 


THE AUTHOR REVIEWED the charts of all patients with 
elevated serum amylase determinations seen in five 
Atlanta, Georgia hospitals over a 1 vear period. It was 
believed that all values above 400 Somogyi units were 
significantly elevated. Sixty-seven cases had charts 
complete enough to enable determination of the clini- 
cal, pathologic, or surgical explanation for the cause 
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of each serum amylase elevation. In 25 cases the diag- 
nosis had been proved at either laparotomy or au- 
topsy. Nine of these patients had no major pancreatic 
inflammation. The values of those with pancreatic 
disease ranged from 400 to 2,000 units and those 
without pancreatic inflammation ranged from 403 to 
2,000 units. 

The author believes that the conservative treatment 
of the acute abdomen based on the serum amylase 
diagnosis of acute pancreatitis is probably subject to 
a certain and significant but unknown degree of 
diagnostic error. — Bernard C. Gerber, M.D. 


Biopsy of the Ampulla of Vater for Demonstration of 
Organic Stenosis, FERNANDO PAuULINO and ANADIL 
Cavatcanti. Surgery, 1960, 48: 698. 


THE AUTHORS DESCRIBE histologic studies of the nor- 
mal ampulla removed at operation and at autopsy. 
They describe the numerous mucoid glands found on 
the posterior wall of the ampulla and point out that 
only 1 of 22 supposedly normal patients showed in- 
flammatory cells in this area. The muscular tissue at 
the distal end of the ampulla is predominantly cir- 
cular and best developed on the anterior wall. The 
pancreatic duct is also surrounded by longitudinal 
and circular muscle fibers but only for a short dis- 
tance. 

They then describe the histologic changes noted in 
23 biopsy specimens obtained at operation from pa- 
tients with a stenutic sphincter of Oddi. Mucosal 
proliferation was noted in 4 of the 23 specimens. The 
gross appearance in these cases was that of a papil- 
loma. In addition, there was intense muscular hyper- 
trophy. The mucosal glands showed some tendency 
toward cystic degeneration in 12 cases. In 3 cases, the 
glands were less numerous and were compressed by 
hypertrophic muscle. Intense fibrosis was observed 
only three times. Cellular inflammatory infiltration of 
lymphocytes, plasma cells, and esinophils was noted 
in 3 cases and to a lesser degree in an additional 8 in- 
stances. 

The authors advise that the pancreatic duct be 
identified before the sphincteroplasty is completed. 

—Alan Thal, M.D. 


Surgical Management of Acute Pancreatitis. Joun M. 
Howarp. 7. Am. M. Ass., 1960, 174: 1687. 


SURGICAL MANAGEMENT of acute pancreatitis consists 
first of the establishment of an accurate diagnosis, 
then determination of the cause, and finally definitive 
therapy of the underlying cause. The author stresses 
that the diagnosis of acute pancreatitis is primarily a 
clinical one and he lists the incidence of elevated 
serum amylase levels in other conditions, such as 


acutely perforated ulcer, acute cholecystitis, acute 
intestinal obstruction, acute renal failure, and epi- 
demic parotitis. Peritoneal tap is also sometimes 
confusing since gastroduodenal perforation may lead 
to a very high amylase concentration in the peritoneal 
fluid. 

Once the clinical diagnosis has been substantiated, 
an etiologic diagnosis should be made. Half of the 
author’s patients with acute pancreatitis had gall- 
stones, and a fourth had alcoholic pancreatitis. These 
two diseases are entirely different. Gallstone pan- 
creatitis does not result in replacement of the pancreas 
by fibrous tissue, and evidences of exocrine dysfunction 
or inadequacy are not to be expected. Definitive 
operation for the gallstones cures the pancreatitis, but 
this operation should be delayed until total recovery 
from the acute episode of pancreatitis. Choledochot- 
omy is more or less routine in this instance. Because 
oral cholecystography may fail to reveal a normal 
gallbladder for a period of time after an attack of 
acute pancreatitis, a month must be permitted to 
pass before this study is accepted at face value. The 
author uses intravenous cholecystography as an 
emergency measure on the night of admission of the 
patient because of the higher incidence of visualization 
of the gallbladder if it is normal. The management 
of gallstone pancreatitis is similar to that of any other 
form of pancreatitis in the acute stage and consists 
essentially of replacement of blood volume deficiency, 
particularly the plasma loss. The pancreas is put at 
rest by gastric suction and vagal blocking agents and 
the patient is given antibiotics. 

Calcium blood levels are determined frequently, 
and if the need exists, calcium is given as calcium 
gluconate intravenously. 

Alcoholic pancreatitis is a completely different 
entity in which the gland is gradually destroyed until 
it is replaced by fibrous tissue. The author states 
that pancreatic calcification is almost diagnostic of 
alcoholism, for it seldom occurs except in the patient 
with alcoholic pancreatitis. The patient with alcoholic 
pancreatitis does not respond to biliary surgery, 
although the management of the acute pancreatic 
attack is similar to that described for the acute 
pancreatitis associated with gallstones. 

In the 25 years prior to 1946, the mortality rate 
for acute pancreatitis was 29 per cent. For 150 patients 
treated since that time it was 8 per cent. The anti- 
biotics may have a role in this improved mortality 
rate, but probably the most efficient improvement 
has been the management of the circulatory collapse. 
The primary cause of death at present is infection 
and hemorrhage several weeks after the onset of 
illness. — Ward D. O’ Sullivan, M.D. 
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UTERUS AND ADNEXA 


Relief of Primary Dysmenorrhea, an Evaluation of 
the Newer Therapeutic Agents. GLEN E. Haypen. 
Obst. Gyn., 1960, 16: 730. 


Or a Group of 240 patients, 117 or 48 per cent were 
found to have primary dysmenorrhea to a moderate 
or severe degree which was not relieved by a placebo. 

A uterine relaxing factor, lutrexin, was employed 
in 214 instances and resulted in 25 instances of com- 
plete relief, or 12.5 per cent. 

A sympathomimetic antispasmodic agent, valoctin, 
was used in 121 patients and complete relief was 
obtained in 35.5 per cent. 

A compounded standard dysmenorrheal capsule 
containing camphor bromate, phenacetin, acetylsali- 
cylic acid, papaverine, and atropine was effective for 
81 per cent of the patients. | —Alan Rubin, M.D. 


Classification and Treatment of the Pelvic Abscess 
(Clasificacién y tratamiento de los abscesos pélvicos). 
SauLo MuNoz DELGADO, REINALDO Mora REsTREPO, 
and HumBErTO Caicepo Perea. Rev. colomb. obst. gin., 
1960, 11: 428. 


THE FIRST TYPE of pelvic abscess described is that of 
the cul-de-sac of Douglas. This type is then subdivided 
into (a) drainage abscesses, resulting from rupture of 
a tubo-ovarian abscess, or exudative abscesses, as a 
consequence of peritonitis; and (b) abscesses con- 
nected with rupture of a viscus. In the latter case 
the course of the process is dramatic with a sudden 
and acute onset, peritoneal reaction, abdominal de- 
fense reaction, and, occasionally, shock. 

The second type is the parametrial abscess which 
may result (a) from a cellulitis due to septic abortion 
(adnexae not involved) or (b) from a tubo-ovarian 
abscess. 

The third type proposed is the tubo-ovarian abscess 
itself. This type may be either abdominal or inguinal, 
that is, some of these are localized in the cul-de-sac 
of Douglas, whereas others remain free in the abdomi- 
nal cavity and in rare instances constitute the so- 
called inguinal abscess. ; 

The proposals for treatment based on this classi- 
fication are as follows: The abscesses of the cul-de-sac 
of Douglas should be treated immediately by posterior 
colpotomy. The same may be said of the parametrial 
abscesses. The tubo-ovarian abscesses should be 
treated medically for as long as it seems prudent and, 
when the response to this therapy is not favorable, 
operation should be performed. In the presence of 
threatened rupture of the tubo-ovarian abscess oper- 
ation should be performed immediately. In a few 
cases in the authors’ experience it was necessary to 
practice a combined colpotomy and laparotomy. 
These were instances in which, in addition to the 
involvement of the cul-de-sac, there was an extra- 
peritoneal abscess. 

When paracentesis cannot be practiced, such as 
in cases of closed tubo-ovarian abscess, antibiotics 


are administered and the clinical response is ob- 
served; however, reliance will be placed chiefly on 
the leukocytic response. The leukocytosis is also of 
significance in the follow-up control of the patients. 
— John W. Brennan, M.D. 


Acridine Orange Fluorochrome in the Study of 
Normal and Malignant Epithelium of the Uterine 
Cervix. LEo Kaptan, Francis Mastin, Marianna J. 
Mastin, RopNEy Car.Leton, and Lupwic Von 
BEerRTALANFFY. Am. 7. Obst., 1960, 80: 1063. 


THE NEED for a method that offers a simple, short, 
and accurate smear technique to expedite cytologic 
surveys and assist in identification of gynecologic 
cancer has led to the elaboration of the acridine 
orange (AO) fluorescence microscopic technique as 
reported by Bertalanffy and associates. The differen- 
tial staining by AO of desoxyribonucleic acid and 
ribonucleic acid has been reported by several authors. 

In a study of 2,000 consecutive smears, 0.7 per 
cent of the “positive” cytologic findings by both the 
acridine orange and Papanicolaou methods were 
confirmed by tissue diagnoses. The cytologic accuracy 
of the AO method was established by comparison 
with the Papanicolaou method and tissue diagnoses. 
The value of the additional cytotopochemical criteria 
obtained by ribonucleic acid and desoxyribonucleic 
acid for identification of abnormal cells was con- 
firmed. 

Diagnostic criteria for the AO classification are 
defined. More morphologic and cytochemical details 
are encountered in cells classified as AO class II, or 
Papanicolaou class I, on identical smears. 

The aim of this well-organized study was to test 
the cytologic accuracy of the AO method by compari- 
son with the Papanicolaou technique and through 
confirmation by tissue diagnosis in order to establish 
the AO technique as a convenient diagnostic method 
for exfoliated gynecologic smears. 

Both aims were fulfilled satisfactorily and the data 
obtained compare favorably with the postulated 
criteria for accuracy of a cytologic method. The AO 
method has been found to be an accurate, short, 
diagnostic smear technique suitable for gynecologic 
cytology. The added cytotopochemical information 
assists in sharply identifying abnormal cells and seems 
to offer more descriptive data for atypical cells than 
the Papanicolaou technique. 

—T. W. McElin, M.D. 


A Histopathologic Study of the So-Called Incom- 
etent Uterine Cervix. C. J. Eaton and J. J. 
cCuskER. Obst. Gyn., 1960, 16: 651. 


LasH AND ASSOCIATES reported finding histologic, 
gross, and microscopic evidence of trauma and in- 
flammation as the chief causes of incompetence of the 
uterine cervix. 

In the authors’ experience there has been no clear- 
cut correlation between cervical incompetence and 
previous trauma. 
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Between 1953 and 1959, 31 patients with cervical 
incompetence were treated surgically at the Uni- 
versity of Michigan Medical Center, Ann Arbor, 
Michigan by the excision of an elliptical wedge of 
cervix at the level of the internal os. No gross defect 
that could adequately explain the incompetence was 
found in any patient at the time of operation. 

Tissue was suitable for review in 22 patients. No 
microscopic change of significance was present in the 
incompetent cervixes when compared with those of a 
control group. 

Since no histologic, gross, or microscopic evidence for 
trauma or inflammation:as etiologic factors in cervical 
incompetence was found in this group of patients, 
search for other causes may be indicated. 

—Alan Rubin, M.D. 


Intraepithelial (Stage 0) Cancer of the Cervix. Roy 
T. PARKER, W. KENNETH GuyLer, Louise A. Kaur- 
MANN, BayARD CarTER, and Others. Am. 7. Obst., 
1960, 80: 693. 


THE AUTHORS STUDIED 485 patients with intraepithelial 
cancer of the cervix, stage 0, seen over a 13 year 
period, from 1 January 1947 through 31 December 
1959, at the Duke University Medical Center, Dur- 
ham, North Carolina. In approximately 70,584 gyne- 
cologic patients, 421 intraepithelial cancers of the 
cervix were diagnosed by pathology studies, an ap- 
proximate occurrence rate of 0.60 per cent; 1,245 
invasive cancers of the cervix were diagnosed, an ap- 
proximate occurrence rate of 1.77 per cent. In ap- 
proximately 10,053 obstetric patients, 64 intraepi- 
thelial cancers of the cervix were diagnosed by 
pathology studies, an approximate occurrence rate of 
0.64 per cent; 31 invasive cancers were diagnosed, an 
approximate occurrence rate of 0.31 per cent. Intra- 
epithelial cancer in pregnancy is histologically identi- 
cal with intraepithelial cervical cancer described in 
obstetric patients. 

Conization is the preferable type of biopsy in the 
diagnosis of preinvasive malignant lesions. 

Ninety-four patients had no operative procedures 
other than multiple punch biopsies, 4 patients, and 
cold knife conization, 90 patients. Eighteen patients 
had intraepithelial cancer in cervical stumps and each 
was treated by total vaginal removal of the cervical 
stump with a goodly margin of vaginal cuff. Two 
hundred and eighty-two patients had total hyster- 
ectomies, 134 vaginal and 148 abdominal. 

Sixty-four obstetric patients had intraepithelial 
cancer. Of 34 patients in this group who had hyster- 
ectomies, 3 were pregnant when the hysterectomies 
were performed. The remaining 31 patients under- 
went hysterectomies as definitive therapy when further 
pregnancies were no longer desirable or feasible. 

— Warren R. Lang, M.D. 


Chances of Cure in Cancer of the Female Genitalia 
(Welche Heilungsaussichten bestehen bei den Genital. 
karzinomen der Frau?). A. W. SoHWENZER. Deut. med. 
Wschr., 1960, 85: 1785. 


THE AUTHOR REPORTS nearly 3,000 malignant lesions 
of the female genitalia seen during 9 years—through 
1954—at the University Clinic, Frankfurt am Main, 
Germany. The malignant lesion arose from the collum 
uteri in 69.6 per cent, the fundus in 15.3, the ova 
in 6.6 per cent, the vagina in 3.5 per cent (103 cases), 
the vulva in 3 per cent, and the tube in 0.3 per cent, 
In the group of patients with 2,022 cervical cancers 
the absolute cure rate was 42 per cent, varying be- 
tween 67.4 in stage I and 23.6 in stage III, but this 
figure included poor results and insufficient radiation 
during the immediate postwar years. Over-all un- 
corrected survival in the last year reported was 52.1 
per cent. These figures were quite similar in most of 
the important German hospitals, whether surgery was 
never performed, as in Munich, or frequently em- 
ployed, as in Berlin, by Mikulicz and Radecki with 
survival of 43.2 per cent of the treated patients, and in 
Wuppertal, by Anselmino with survival of 55.2 per 
cent of patients. 

In cancer of the fundus 52.6 per cent of 445 patients 
survived 5 years, even though only 178 had the 
benefit of operation in a university clinic which re- 
ceives a large number of hopeless cases. In other 
genital cancers statistics are worse as to 5 year sur- 
vival: vulva, 44.2 per cent, vagina, 34.9 per cent, 
and ovary, 21.2 per cent. In the total group of 2,907 
patients with cancer of the female genitalia, 1,224 or 
42.1 per cent survived 5 years. Considering that this 
figure includes all accidental deaths and a very un- 
favorable selection of patients and risks, a rather 
optimistic note is indicated. 

—W. Dieter Bergman, M.D. 


Mucinous Tumors of the Ovary. J. Wooprurr, Loa 
Swan Br, and Rosert J. SHERMAN. Obst. Gyn., 1960, 
16: 699, 


ONE HUNDRED SIXTY-TWO instances of mucinous cysts 
of the ovary seen in the gynecologic pathology labora- 
tory of the Johns Hopkins Hospital, Baltimore, Mary- 
land over a 20 year period have been studied. 

A teratomatous origin is suggested as the most 
likely to explain the majority of the cases. Clinical 
features showed no variation of note from the text- 
book picture. 

The pathologic pitfalls in diagnosis are described. 
In addition to anaplasia, the presence of papillae 
microscopically could uniformly be correlated with a 
malignant tendency. 

All 4 traceable patients with malignant cysts which 
were ruptured at operation died of recurrences. 

—Alan Rubin, M.D. 
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PROSTATE AND SEMINAL VESICLES 


Biopsy of the Prostate. Witt1AM L. Parry and JosEPH 
F, Finecut. J. Urol, Balt., 1960, 84: 643. 


DIGITAL DIAGNOSIS of prostatic pathologic condition 
varies between 50 and 80 per cent accuracy for carci- 
noma. This wide variation in accurate diagnosis may 
lead to procrastination that may lead to disaster. 

The author has devised a technically simple and 
safe procedure, performed under local anesthesia in 
his office. The Franklin modification of the Vim- 
Silverman needle is introduced, with the patient in 
ordinary lithotomy position, about 1 cm. above the 
anus, to the right or left of the midline, depending 
upon location of the lesion. A finger in the rectum 
guides the needle along its entire course to the pros- 
tatic nodule. After withdrawal of the stylet, the inner 
blades are pushed beyond the needle point well into 
the nodule, advancing the outer sheath to lock the 
tissue, after which both portions of the instrument 
are rotated together 360 degrees. 

Seventy-one consecutive cases over a 2 year period 
were studied using this technique. Except for transient 
hematuria in 4 patients there were no complications. 
Implantation of tumor cells along the needle tract 
did not occur. Six of the 71 biopsies were unsatisfac- 
tory for diagnostic purposes. Of the 65 patients with 
a tissue diagnosis, 35 showed carcinoma. Twelve or 
37 per cent were candidates for radical extirpation 
but only 7 or 20 per cent underwent operation. 

Needle biopsy is as accurate as open perineal biopsy 
and has the advantage of an office procedure under 
local anesthesia. An additional advantage is the in- 
crease in number of patients who will submit to 
perineal needle biopsy, thereby enhancing the num- 
ber of patients available for radical prostatectomy. 

—Peter L. Scardino, M.D. 


Early Diagnosis of Malignant Tumors of the Kidney, 
Bladder, Prostate, and Testis (Fruehdiagnostik 
maligner Tumoren der Niere, Blase, Prostata, und 
Hoden). ErtcH Hover. Med. Welt, 1960, p. 1743. 


THE EARLIEST SYMPTOM of renal tumor is sudden 
painless hematuria. The hematuria may be gross or 
microscopic and demands immediate urologic in- 
vestigation. One should not wait for a tumor to be- 
come palpable, since when that has occurred, an early 
diagnosis is no longer in question. Anemia and weight 
loss are late signs as well. 

Bladder tumors are also characterized by painless 
hematuria as their earliest symptom. An associated 
cystitis that is not easily relieved is a late and bad 
sign. Cystography may be of help in well developed 
bladder cancers, but it cannot be relied upon as a 
diagnostic test for incipient or small bladder tumors. 
_ The early symptoms of prostatic carcinoma are 
identical with those of so-called benign hypertrophy. 
Unfortunately, in two-thirds of all cases of prostatic 
cancer, the patient already has metastases when he is 
first seen. The rectal examination easily differentiates 
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early prostatic carcinoma from benign prostatic hyper- 
trophy. Puncture biopsies are not without danger of 
cellular implantation along the path of the needle. 
Acid and alkaline phosphatase determinations are 
not reliable in the early diagnosis of prostatic cancer. 
Tumors of the testis first manifest themselves as a 
diffuse swelling. Since 99 per cent of all testicular 
tumors are malignant one needs only to differentiate 
a testicular swelling from an inflammatory mass. Most 
testicular tumors occur in men of 20 to 40 years of age 
and it is, therefore, imperative to make the diagnosis 
as early as possible. —S. Richard Muellner, M.D. 


Retrograde Visualization of the Ejaculatory Duct 
ae the Cystourethrogram (Die retrograde Kon- 
trastmittelfuellung des Ductus ejaculatorius bei dem 
Cystourethrogramm). Hans SacuseE. schr. Urol., 
1960, 53: 383. 


IN THE AUTHOR’S EXPERIENCE, ‘retrograde visualiza- 
tion of the ejaculatory duct by means of a cysto- 
urethrogram is a rare occurrence. From 1956 to 
1959, 1,272 cystourethrograms were made at the 
author’s clinic; only in 4 cases was visualization of 
the ejaculatory duct accomplished. A few scattered 
reports of visualization of the duct have appeared in 
the literature. 

The following were indications for a cystourethro- 
gram: prostatic hypertrophy in 46 per cent, prostatic 
carcinoma in 3 per cent, urethral stricture in 20 per 
cent, prostatitis in 2 per cent, and uncommon urethral 
disorders in the remaining 29 per cent. 

The method used by the author is as follows: five 
minutes prior to the roentgenographic studies, the 
urethra is anesthetized with 0.5 per cent pontocaine 
hydrochloride. A 10 per cent contrast medium is 
employed with the addition of tylose, a viscous medi- 
um used to give substance to the radiopaque liquid. 
Several cases are presented in which this technique 
was successful. A stereocystourethrogram is obtained 
by taking stereoscopic plates at a distance of 25 cm. 
One can visualize the path of the duct over the pelvic 
ring and to the epididymis. 

The question has arisen as to why a retrograde 
visualization of the duct does not occur more often 
during cystourethrography. It is conceivable that the 
opening of the ejaculatory duct is connected with a 
valve-type mechanism which prevents urine from 
getting into the duct during micturition. Such a 
mechanism was described by Guelliot in 1883. 

During urethroscopic examinations, one can often 
identify two minute openings on the anterior aspect 
of the colliculus seminalis. These openings are usually 
round but can be slitlike. During micturition the 
pars prostatica is filled, increasing the pressure on the 
colliculus and thereby compressing the ejaculatory 
ducts. The same process takes place when contrast 
media are used. It is only when a disturbance of the 
colliculus develops that retrograde filling of the ducts 
occurs. In each of the 4 cases in which visualization 
was accomplished, a pathologic process could be 
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demonstrated. It has been observed that epididymi- 
tis often develops in people who have permanent 
catheters. The author maintains that even greatly 
infected urine will not cause an epididymitis if the 
closing mechanism of the ejaculatory duct is intact. 
It is possible, however, to damage the colliculus 
with one instrumentation and thereby permit a 
retrograde infection. The effects of electroresection 
and suprapubic prostatectomy on the ejaculatory 
duct are to be discussed in another article. 
—Andrew P. Adams, M.D. 


PENIS 


Perforated Acrylic Implants in Management of Or- 
ganic Impotence. Ropert A. LOEFFLER and EMILE 
S. Savecu. 7. Urol., Balt., 1960, 84: 559. 


THE AUTHORS DESCRIBE the use of perforated acrylic 
implants in the management of organic impotence 
secondary to congenital and acquired lesions of the 
shaft of the penis. 

In the first case a 22 year old man had noted marked 


ventral deviation of the penis on erection since adoles- 
cence. An attempt at freeing the urethra from the 
corpora cavernosa and resection of chordee was not 
successful. A year later the insertion of an acrylic 
prosthesis into the penis was successfully performed 
and permitted normal coitus. 

In the second case a 38 year old man complained of 
impotence of 3 years’ duration which followed idio- 
pathic priapism which had lasted for 3 weeks. Ejacu- 
lation was possible after prolonged stimulation but 
the shaft of the penis remained flaccid. The insertion 
of an acrylic prosthesis into the penis permitted satis. 
factory erection and sexual intercourse. 

The prosthesis was inserted through a dorsal inci- 
sion between the corpora cavernosa, extending from 
the glans penis to the pubis. The form of the implant 
was designed with a bulbous tip at each extremity to 
prevent point pressure and necrosis. The shaft of the 
splint was made in cross sectional T to afford greatest 
stress resistance and fit the intercavernous groove. It 
is desirable that the implant be perforated. 

—Laurence F. Greene, M.D. 





SURGERY OF THE GENITOURINARY TRACT 


KIDNEYS AND URETERS 


An Appraisal of Certain Tests for the Detection of 
Hypertension of Unilateral Renal Origin. SamueL 
T. R. Revert, Jr., Francis J. Borcrs, GEORGE 
ENTWISLE, and JoHN D. Youna, JR. Ann. Int. M., 1960, 
53: 970. 

THE AUTHORS give an appraisal of various tests for 

the detection of hypertension of unilateral renal origin 

and conclude that: 

1. Studies of the Howard differential excretion test 
of urine and sodium require meticulous attention 
to technical details. False negative and false positive 
test results may be obtained in patients with reversible 
unilateral renal hypertension. Caution must be ex- 
ercised in interpretation of the results. 

2. Renal angiography is hazardous and false posi- 
tive renal angiograms may occur. Demonstration of 
renal arterial narrowing does not necessarily indicate 
correctable renal hypertension. 

3. Tetraethylammonium chloride (TEAC) tests 
may give false positive and false negative results in 
patients with unilateral hypertension. 

4. There is as yet no reliable test to detect cor- 
rectable unilateral renal hypertension. 

—Paul R. Leberman, M.D. 


Penetrating Renal Injuries. CARTER E, CaRLTON, JR., 
and Russet Scott, Jr. 7. Urol., Balt., 1960, 84: 599. 


Tue BAsis of this report is an analysis of 100 cases of 
penetrating renal injuries. As compared with war 
series, there was a relatively high incidence of stab 
wounds. 

The cases are classified as to severity. Type 1 are 
those with laceration of the parenchyma. In type 2 
injuries the collecting system is also involved, with 
resultant possibility of extravasation. Type 3 injuries 
involve extensive kidney destruction or injury to the 
pedicle. Data extracted include mode of injury, symp- 
toms, physical, laboratory, and roentgenographic 
findings, and associated injuries. The relative merits 
of operative and nonoperative treatments are com- 
pared. : 

_ Fifty patients were considered to have type 1 in- 
juries; 35 had a type 2; and 15 had a type 3. In the 
latter group all were treated surgically. 

Analyses of all phases of management are pre- 
sented in table form and certain impressions are pre- 
sented. Excretory urograms were of diagnostic qual- 
ity in 64 per cent of cases. In this way indispensable 
preoperative knowledge was obtained of the presence 
and functional capacity of the contralateral kidney. 
Retrograde studies are unnecessary in most instances 
in which operation is contemplated, since precise in- 
formation is available at operation. Since 80 per cent 
of the wounds had associated intraperitoneal injuries, 
exploratory laparotomy should be included as part of 
the operative procedure. When surgical treatment was 
carried out there was a low (5 per cent) incidence of 
complication compared to a 17 per cent incidence 
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after conservative care. This tends to bear out the 
wisdom of more active surgical treatment in penetrat- 
ing wounds. —Allan K. Swersie, M.D. 


Parapelvic Renal Cysts (Parapelvische Nierencysten). 
F. J. G6rzen. schr. Urol., 1960, 53: 371. 


PARAPELVIC RENAL CYSTS are usually multiple and lie 
near the hilus next to the renal pelvis in the area of 
the vascular bundle. Because of their location they 
are often confused with cysts of the renal pelvis. The 
cause of parapelvic cysts, like that of other renal cysts, 
is not clear. Henthorne believes these cysts to be 
voluminous lymph vessels which have undergone in- 
flammatory changes. Other investigators have demon- 
strated an endothelial lining of the cysts. White and 
Braumstein have suggested vascular atresia, which 
has been found in infants, as a possible cause. Hass- 
linger and Fischer believe the cysts originate in the 
wolffian duct. A search of the literature has failed to 
reveal a diagnosis made clinically. Pyelographic 
changes are not specific and are usually diagnosed as 
evidence of a tumor. 

Four cases of parapelvic cysts with pyelographic 
changes are presented. In 1 case the pyelograms re- 
vealed changes, although this is not characteristic for 
parapelvic cysts. Care must be exercised in the re- 
moval of the cysts because of attachments to the ves- 
sels. In 1 case the cyst was an accidental finding since 
no changes in the pyelogram were noted. 

— Andrew P. Adams, M.D. 


The Finding of Chronic Pyelonephritis in Males and 
Females at Autopsy. Susan E. T. KiEEMAN and 
LAwRENCE R. FREEDMAN. WV. England 7. M., 1960, 
263: 988. 


CLINICAL URINARY TRACT INFECTION without obstruc- 
tion is 10 times more common in women than men. 
If this infection is causally related to histologic chronic 
pyelonephritis one would expect to find this differen- 
tial sex distribution reflected in an autopsy study. 
On the basis of 1,526 consecutive autopsies, the 
authors were able to investigate the incidence of 
pyelonephritis. Chronic pyelonephritis and renal 
scarring without genitourinary tract obstruction are 
found as often in males as in females. Up to 45 years of 
age, however, chronic pyelonephritis is found 10 
times as often in the male as in the female, whereas 
beyond that age women outnumber men almost 2 to 
1. There is no difference in the histologic changes or 
the incidence of hypertension. Women far outnumber 
men, however, in the frequency with which a past 
history of urinary tract infection has been obtained. 
Clinical urinary tract infection may cause chronic 
pyelonephritis and, although seen 10 times more fre- 
quently in the female, histologic renal changes occur 
with equal frequency. Morphologic pyelonephritis 
may result from causes other than chronic pyelone- 
phritis. Considerable data have been accumulated 
which would support the thesis that histologic changes 
similar to those of chronic pyelonephritis may result 
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from diseases other than bacterial infection of the 
kidriey. —Peter L. Scardino, M.D. 


An Abnormally Large Radiopaque Renal Calculus 
(Abnorm grosser, schattendichter Nierenstein). H. 
WANDL, Wien. med. Wschr., 1960, 110:793. 


THE PATIENT was a 59 year old man who suffered 
from hematuria after exertion and in whom a large, 
hard, somewhat movable smooth mass could be 
palpated. The roentgenogram showed an enormous 
oval homogeneous dense shadow which was found to 
be a stone by retrograde pyelography. Since the kid- 
ney was destroyed it was removed together with the 
stone. The patient had an uneventful convalescence. 
The stone weighed 880 gm. 

The literature contains 7 cases in which the weight 
of giant calculi varied from 992.25 gm. to 1,565 gm. 
Even larger stones have been recovered in autopsy 
material. 

In the differential diagnosis many conditions char- 
acterized by extensive calcifications have to be con- 
sidered. These are: calcified echinococcal cysts, calci- 
fied benign cysts of the kidney, hydronephrosis with 
calcification, calcified renal tumors, calcified retro- 
peritoneal hematomas, calcified abscesses, tuberculous 
abscess with calcification, nephrocalcinosis, gall stones, 
calcified lymph nodes, calcifications in the spleen or 
liver, and calcifications of congenital rests in the 
retroperitoneal area. —S. Richard Muellner, M.D. 


Urinary Tract Calculi and Nephrocalcinosis in In- 
fants and Children. C. W. Dagscuner, E. B. SINGLE- 


TON, and J. C. Curtis. 7. Pediat., S. Louis, 1960, 57: 


721 


CALCULUS DISEASE of the urinary tract is uncommon 
in children. When it does occur the consequences are 
serious. Unfortunately, emphasis is often placed on 
removal of a calculus and studies made to discover 
underlying disorders are inadequate. 

This article summarizes the roentgenographic and 
clinical findings in 24 infants and children with cal- 
culous deposits in the urinary tract, with emphasis, 
where possible, on etiologic factors. The incidence of 
stones in children is more common before the age of 
10. 

The clinical status of these patients is studied from 
varied viewpoints, including sex, race, age, com- 
plaints, admitting diagnosis, methods of investigation, 
stone analysis, urine and serum findings, and etiology 
or associated conditions. Fifteen had stones in the 
upper tract, 6 had bladder calculi, and 3 had nephro- 
calcinosis. 

The relationships of stasis, infection, and hyper- 
calciuria were not constant. Not all patients with 
obstruction and infection had stones or excess calcium 
in the urine, nor did all patients with calculus disease 
have infection or stasis. These latter factors may be 
more important in the growth of the calculi than in 
their origin. 

Altered metabolic processes more commonly pro- 
duce nephrocalcinosis or calcification within the renal 
parenchyma than calculi. These changes may occur 
with hyperparathyroidism, Cushing’s disease, corti- 
sone therapy, immobilization hypercalciuria, and 
renal tubular acidosis. 


The authors discuss the nature of the presenting 
symptoms, chemical and roentgenographic charac. 
teristics of calculi, and findings in underlying meta. 
bolic diseases. —Allan K. Swersie, M.D. 


Action of Trypsin on Serum Proteins and Uromucoid, 
the Ground Substance of Urinary Calculi (Die 
Trypsinwirkung auf die Serumproteine und das 
Uromukoid, die organischen Geruestoffe der Harn- 
steinmatrix). A. Gaca and H. J. Keuter. Zschr, 
Urol., 1960, 53: 353. 


IN EXPLAINING the genesis of urinary calculi two 
theories are postulated: the crystallization and the 
matrix theories. Recent studies demonstrate that 
two-thirds of the matrix consists of protein material. 
This mucoprotein has been called uromucoid by 
Tamm. The authors have investigated the possibili- 
ties of influencing the protein matrix of the calculi. 
In order to study the consequences of digestion in 
a uniform pattern, crystalline pure trypsin was used 
as a proteolytic enzyme. Normal serum was used as 
an experimental model. By means of paper and im- 
mune electrophoretic examinations it was demon- 
strated that all plasma proteins including the muco- 
proteins are broken down within 12 hours by a 1 per 
cent solution of trypsin. The enzymatic process leads 
to a division of the albumin spectrum into two frac- 
tions with different dispersion speeds in an electric 
field. Most resistant to enzymatic digestion are oroso- 
mucoid and gamma globulin. Uromucoid, a muco- 
protein composed in the urinary tract, is completely 
split within 3 hours in a 1 per cent trypsin solution. 
Other qualitative immune electrophoretic analyses 
of urinary colloids and stone matrices of oxalate, 
phosphate, carbonate, and urate stones demonstrated 
that these substances are present in varying amounts 
in uromucoid. Experiments on urinary sediment were 
used to prove the trypsin effect in vivo. Calcium car- 
bonate stones are completely dissolved in trypsin 
solution. The differences in the calculi breakdown 
tests are due to the ability of the matrix to take up 
water soluble substances. The hardness of the calculi 
appears to be a significant factor in the effect of en- 
zymes on them in in vitro studies. It has been shown 
that the immune technique is a fine test for the deter- 
mination of the effect of enzymes on proteins. 
—Andrew P. Adams, M.D. 


Achalasia of the Ureter. EArt Rusin and Max Eicu- 
WALD. Radiology, 1960, 75: 757. 


THE AUTHORS DISCOVERED 6 patients with achalasia of 
the ureter within a 1 year period. This form of 
megaloureter results from a neurogenic dysfunction of 
the terminal ureter and it is far less clearly recognized 
and understood than achalasia of the esophagus, 
colon, and bladder. It is confused with ureteral dilata- 
tion secondary to achalasia of the bladder with reflux. 

Three types of megaloureter are distinguishable: 
mechanical obstruction of the ureter as well as ob- 
structions distal to the ureter; chronic infection with 
secondary dilatation; and neurogenic achalasia or its 
opposite, ureterovesical sphincter incompetence. Al- 
though there are very few parasympathetic ganglia in 
the ureter, as compared with the number in the sig- 
moid colon, some pathologists believe that absence or 





diminution of such ganglia can be determined objec- 
tively. Fluoroscopically, achalasia reveals a wave of 
urine transported to the distal end of the ureter and 
abruptly bounced back, while only a small portion 
passes through into the bladder in a thin stream; the 
force of peristalsis is not sufficient to overcome the 
unrelaxing sphincter. Only the distal end of the 
ureter becomes ballooned out, proximal to the spastic 
terminal segment. Frequently, no symptoms are pres- 
ent; if they appear, they are related to the obstruction 
and appear as vague pain, urinary infection, stone 
formation, and rarely impairment of renal function. 
The severity of the pain is frequently out of proportion 
to the degree of ureteral dilatation. Pain is reported 
much more frequently in men than in women or 
children. 

Roentgenologically, there is localized dilatation of 
only the lower portion of the ureter, particularly with 
a gradually tapering terminal segment produced by 
no other lesion; it gives the appearance of a snake’s 
head. The undilated segment is often more than a 
centimeter in length. Demonstration of the lower 
ureter On excretory urograms is unusually good 
because of the generally unimpaired renal excretion 
in the presence of a functional obstruction at the 
terminal end. Characteristically, even when the entire 
ureter has dilated, the renal pelvis and calyces are not 
proportionately distended. Finally, the absence of 
elongation and kinking of the ureter, despite consider- 
able dilatation, is noteworthy. Roentgenologic diag- 
nosis may be substantiated by urologically excluding 
a mechanical obstruction. In achalasia a No. 16 
French catheter should pass readily through the un- 
dilatating but not organically narrowed terminal 
segment. Treatment should be limited to prolonged 
observation of the asymptomatic patient. In the pres- 
ence of pain, infection, stone formation, or renal 
damage, surgical resection of the involved terminal 
segment of ureter is feasible. Another pertinent opera- 
tion, such as replacement by ileum of a segment of 
ureter or nephrectomy, has been performed. The 
prognosis remains favorable in adults in spite of the 
ominous ureterectasis, and there is usually little if any 
impairment of renal function. 

—David Rosenbloom, M.D. 


BLADDER AND URETHRA 


Significance of Vesicoureteral Reflux. BRontus VALAD- 
KA, Tuomas L. C. CorTrrett, and FREDERICK A, 
Lioyp. Am. 7. Surg., 1960, 100: 527. 


THE CONSECUTIVE CYSTOGRAMS of 100 male patients 
with injuries of the spinal cord in a veterans adminis- 
tration hospital were reviewed. Only patients with 
unequivocal levels of injuries of the spinal cord and 
grossly impaired motor function were included. 
Patients with associated cerebral trauma or pre-exist- 
ing central nervous system disease were excluded. 
Vesicoureteral reflux was found in 16 patients, 16 per 
cent. It was unilateral in 9. Only 42 per cent of the 
patients showed irregularity of the bladder on the 
films, indicating heavy trabeculation and cellule 
formation. None of the patients with vesicoureteral 
reflux had roentgenographic evidence of vesical cal- 
culi, although an incidence of 9 per cent was noted in 
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the entire series. It was apparent that the relative 
incidence of vesicoureteral reflux was markedly in- 
creased in cystograms taken 10 or more years after 
spinal cord injury. The highest incidence occurred in 
middle-aged patients with cervical spinal cord injuries 
which had occurred over 10 years previously. The 
reflux was less common if the injury was at lower 
levels. None of the patients with vesicoureteral reflux 
had a gaping ureteral orifice on cystoscopic examina- 
tion. —David Rosenbloom, M.D. 


Biochemical Processes in Carcinogenesis of the 
Bladder (Les processus biochimiques de la cancéro- 
génése vésicale). Errore Marttea. Acta urol. belg., 
1960, 28: 313. 


MartTEA, from the National Institute for the Study 
and the Cure of Tumors, Milan, Italy, has studied 
carcinogenic compounds in relation to the formation 
of vesical tumors. The results of research in this field 
produced the following conclusions: 

1. The true carcinogenic factors in the production 
of the occupational bladder tumors were the metabo- 
lites of the aromatic amines with which these workers 
came in contact. 

2. These metabolites, although of diverse sources, 
presented a common characteristic. The orthohy- 
droxylation of the amine produced orthohydroxya- 
mines or orthoaminophenols. These products did not 
reach the bladder in this form, but generally as com- 
pounds such as glycuronic, sulfuric, or phosphoric 
acid, that is, chemical substances which are usually 
detoxicated by the normal liver. Extensive study has 
been carried out in order to determine when such 
compounds are inactive and when they become 
carcinogenic and can then exert their cancer-produc- 
ing effect upon the bladder. Recent observations have 
suggested that the metabolites of tryptophan are 
found in greater concentration in the urine of patients 
with bladder tumors than in that of those free from 
vesical cancer. 

Experimental introduction of tryptophan into the 
bladders of animals has demonstrated its carcinogenic 
properties. When tryptophan is administered to nor- 
mal subjects and to subjects with neoplasms of the 
bladder a greater proportion of it is excreted by the 
cancer patients than by the normal subjects. During 
the past 20 years studies of the cause of bladder tumors 
in aniline dye workers have suggested this etiopatho- 
genesis of spontaneous bladder tumors, for biochemical 
processes must play an important role in the develop- 
ment of vesical tumors. It is entirely possible that 
many vesical tumors originate from the presence in 
the urine of carcinogenic catabolites of exogenous 
origin and of analogous chemical structure to those 
already proved to be of a cancer-producing nature. 
This would explain the absolute and relative increase 
in the number of bladder tumors in the international 
statistics in contrast to the number of tumors of other 
organs. 

These findings, although they require proof and 
more investigation, suggest another means of approach 
to the problem of bladder cancer. If the increase of 
enzymatic urinary activity could be confirmed as in- 
dicating a pretumoral stage, prophylactic and pre- 
ventive means would then permit the use of sub- 
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stances that would inhibit pathologic mechanisms 
either in the bladder that is susceptible to these 
products or in the liver that has the power to detoxi- 
cate them. —Conrad A. Kuehn, M.D. 


Occupational Tumors of the Bladder. D. S. Poo.e- 
Witson. Proc. R. Soc. M., Lond., 1960, 53: 801. 


A MASTERFUL REVIEW Of the history of the relationship 
of bladder tumors to dye industry carcinogens is pre- 
sented. The steps leading to the identification of the 
specific chemical carcinogens beta-naphthylamine, 
benzidine, and 4-amino-diphenyl (xenylamine) are 
described. In industrial screening of workers, micro- 
scopic examination of the urine for red blood cells, 
routine cystoscopy, and cytologic diagnosis have been 
tried. A series of 182 patients with occupational 
tumors of the urinary tract are described. The major- 
ity of patients were referred by the medical officers of 
two large factories engaged in the chemical and dye 
making industry; some patients were found in hospital 
practice, and the occupational nature of their lesions 
was established from their histories and subsequent 
confirmation from the factory. There were 43 benzi- 
dine, 19 alpha-naphthylamine, and 20 beta-naph- 
thylamine exposures as well as mixed contacts. 
Although the chief incidence occurred among men 
actively engaged in the manufacture of carcinogens or 
dyes, staff men, foremen, engineers, plant cleaners, 
plumbers, and even a laundryman who handled con- 
taminated clothing were involved. The first appear- 
ance of a tumor may occur long after the man has left 
the industry, after a long latent period, and in this 
series the average latent period was 20.5 years, the 
period between first exposure and the appearance of a 
tumor. 

Full urologic investigation was performed on each 
man who had a cystoscopically demonstrated bladder 
tumor. There was a tendency to increased multiplicity 
and an unusual incidence of accompanying tumors in 
the renal pelvis, calyces, and ureter. There was an 
increased incidence of localized congestive lesions or 
areas of epithelial hyperplasia, but these areas do not 
necessarily develop into tumors. Biopsy has shown 
erosion of epithelium, inflammatory cell infiltration, 
and some fibrosis and indicates an unstable mucosa. 
Of the 180 tumors, 56.6 per cent were regarded as 
simple papillomas and 43.3 per cent as carcinoma. 
Benign papillomas and some early papillary carci- 
nomas were treated by transurethral fulguration or 
resection. Localized carcinomas of suitable size were 
treated by open resection-fulguration and interstitial 
irradiation. ‘The more extensive carcinomas received 
deep roentgen ray therapy. Of the 108 patients 
treated transurethrally, 88 per cent survived for 5 


years, but in a considerable number new tumors or 
recurrences appeared after 5 or more years of com. 
plete freedom, and 18 of the 108 subsequently re. 
quired treatment by other means. Interstitial irradia- 
tion was employed in 31 patients, with a 5 year 
survival rate of 63 per cent; it should not be used in 
multiple tumors, but rather for a localized carcinoma 
with free bladder mucosa elsewhere. Deep roentgen 
ray therapy was used on 18 patients and 43 per cent 
were alive at 5 years. Of the 180 patients in the series, 
renal or ureteral lesions also developed in 8.8 per cent. 
Twelve patients were treated by nephroureterectomy, 

The ultimate objective of medicine and industry 
must be the complete removal of the causative factors, 
In the United Kingdom the manufacture of beta- 
naphthylamine was abandoned, and in chemical 
processes in which it would be used new methods of 
manufacture, albeit more expensive, were substituted. 
In Germany and Switzerland, also, beta-naphthyla- 
mine and antioxidants derived from it are not 
manufactured. No manufacture of 4-amino-diphenyl 
(xenylamine) is carried out in the United Kingdom. 
Benzidine and alpha-naphthylamine, being essential 
intermediate chemical-manufacture compounds, are 
manufactured in specially designed plants under 
strict medical supervision, and users of these com- 
pounds are also warned of their toxicity. 

—David Rosenbloom, M.D. 


ADRENAL GLANDS 


Wilms’s Tumor. Raymonp C. Kinzer, STepuen D. 
Mitts, Donatp S. Cuitps, Jr., and James H. De- 
WeEERD. 7. Am. M. Ass., 1960, 174: 1925. 


Or 85 paTIENTS who were suspected clinically of hav- 
ing Wilms’s tumor and who were seen at the Mayo 
Clinic during a 15 year period, 47 had histologic 
proof of the disease. About one half of the 47 patients 
were less than 3 years of age when the diagnosis was 
made. The presenting complaint was a palpable ab- 
dominal mass in about three-fourths of the cases. The 
excretory urographic examination was considered an 
adequate diagnostic tool in most cases. The lung was 
the most common site of metastasis. 

The most effective treatment consisted of preopera- 
tive radiation, nephrectomy, and postoperative radi- 
ation, with a 3 year survival rate of 57 per cent. The 
most important prognostic factor was found to be the 
age of the patient: the 5 year survival rate was 67 
per cent for those less than 2 years old at the time of 
diagnosis. The 3 year survival rate was 37 per cent on 
the basis of the total series of 43 traced patients, but 
44 per cent on the basis of the 36 patients who had 
been operated on. 
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Avascular Necrosis of the Femoral and Humeral 
Heads After High-Dosage Corticosteroid Therapy. 
WaLTER G. HEIMANN and Rosert H. FREIBERGER. JV. 
England J. M., 1960, 263: 672. 


ALTHOUGH osteoporosis and resulting vertebral frac- 
tures are known to be caused by long term cortico- 
steroid therapy, less attention has been given to joint 
disease resulting from the oral and intra-articular ad- 
ministration of corticosteroids. Four cases of avascular 
necrosis of the femoral and humeral heads are pre- 
sented which followed systemic treatment with un- 
usually large doses of corticosteroid drugs for diseases, 
that, in themselves, are known not to produce avas- 
cular necrosis of bone. The most commonly used 
medication was cortisone. Three of the patients also 
received varying doses of actu. These patients re- 
ceived the medication for erythema multiforme bullo- 
sum, pemphigus, multiple sclerosis, and thrombo- 
cytopenic purpura. 

Early roentgenographic examination demonstrated 
only an increase in bone density at times. In the later 
stage collapse of the infarcted area was demonstrated. 
Cystic areas appeared in the dense portion of the 
dead bone and proliferative changes appeared later 
on the margins of the joints as secondary osteoarthritic 
changes. The authors do not believe that these chang- 
es represent avascular necrosis secondary to com- 
pression fractures arising in osteoporotic bone. It is 
pointed out that unusually high doses of cortico- 
steroids had been administered. 

— John Robert Close, M.D. 


Radioactive Sulphur in Chondrosarcomata. RAYMOND 
G. GorrscHALK. J. Bone Surg., 1960, 42-A: 1239. 


THE INVESTIGATIONS reported in this article were 
based on the demonstration by Dziewiatkowski and 
associates that radioactive sulphur administered as 
sulphate was selectively concentrated by cartilage. 
The author reports studies on the localization and 
concentration of tracer amounts of radioactive sulphur 
(S*) in 5 patients with chondrosarcomas and a thera- 
peutic trial of large amounts of S** in 3 patients with 
advanced chondrosarcomas. 

As with other radioactive isotopes, the amounts of 
S* that can be administered are limited by the hema- 
tologic effects. Relatively favorable ratios were ob- 
served, however, since the isotope disappeared more 
rapidly from the other tissues than from the chondro- 
sarcomas and there was a progressive buildup of the 
concentration of S* in the tumors with successive 
injections. 

Radioactive sulphate is selectively retained in 
chondrosarcomas, chondromas, and normal cartilage 
as well as in repairing connective tissue and bone. The 
patterns of localization of S** are demonstrated by 
radioautographs. 

The administration of therapeutic levels of radio- 
active sulphate to 3 patients with advanced chondro- 
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sarcomas markedly reduced or arrested the progress 
of the neoplasm for several months in 2 of these 
patients. —David E. Hallstrand, M.D. 


Pigmented Villonodular Synovitis with Invasion of 
Bone. Paut E. McMaster. 7. Bone Surg., 1960, 42-A: 
1170. 


PIGMENTED VILLONODULAR SYNOVITIS of the tendons 
and bursa and erosion and invasion to adjacent bones 
are well known and frequently reported. But invasion 
of bone from intra-articular synovial lesions is rare. 
The author reports 6 cases occurring in three hips and 
three knees observed at a veterans hospital in Los 
Angeles, California. 

Although trauma with hemarthrosis is a concomitant 
of pigmented villonodular synovitis, the exact cause of 
the synovitis remains obscure. Its onset is an insidious, 
monoarticular, nontender effusion, with little or no 
limitation of function. The overlying skin is not red 
but exudes warmth. Aspiration of the effused joint 
yields a serosanguineous or yellowish-brown fluid. 
Roentgenograms usually show nodular synovial mem- 
brane without any calcific deposits, the cartilage space 
preserved, and osteolytic lesion “blow-outs” seen at 
the chondro-osseous junction. Extension of the disease 
is caused by a break in the cartilage or the cortical 
bone, as was seen in a case involving the hip, through 
which the pigmented villonodular synovia invaded the 
intrapelvic space. 

The author has covered the subject thoroughly. The 
report is replete with many pertinent roentgenograms, 
and the rarity of pigmented villonodular synovitis of 
the knee joint is emphasized. 

— Samuel Governale, M.D. 


Bone Changes in Lymphogranulomatosis (Ueber 
Knochenlymphogranulomatose). J. HARDER. Fortsch. 
Rontgenstrahl., 1960, 93: 445. 


THE INVOLVEMENT of bones by lymphogranuloma- 
tosis is estimated from various roentgenographic and 
clinical statistics to be from 5 to 15 per cent. This 
value varies markedly, up to 58 per cent by roent- 
genography, according to Funfstein. By pathology the 
incidence is given as being between 4( and 50 per 
cent. This discrepancy between roentgenologic and 
pathologic diagnosis can be accounted for by the 
necessity of involvement of compact or spongy bone 
before the process can be seen roentgenographically. 
Of the two known ways of metastasis, the erosive form 
from neighboring lymph nodes and the hematologic, 
the roentgenologically proved foci originate mostly by 
the former type of spread. The rare blood-formed foci 
in the skull and centrally placed foci in the long bones 
are the exceptions. The hematologic spread is ac- 
cording to division of bone marrow in the following 
order: spine, femur, sternum, ribs, skull, and hu- 
merus. The bony architecture is preserved and the 
process is painless until there are secondary fractures 
or irritation of nerve endings. 

In the erosive type the bone involvement is de- 
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pendent on the vicinity of involved lymph nodes. The 
pathologist describes a series of 83 cases. The dis- 
tribution of the lesions was as follows in descending 
order of frequency: spine, pelvis, sternum, and ribs. 
The high content of red bone marrow and many 
neighboring lymph nodes are the reasons for the 
frequent involvement of the spine. 

The author discusses the question of whether or 
not this disease is really metastatic or originates 
simultaneously in different foci. In the author’s 
series of 112 histologically proved cases the bone in- 
volvement was 15.1 per cent roentgenologically. Of 
these, 7 patients had multiple lesions. Classification 
of lesions showed 17 to be osteolytic, 4 osteoblastic, 
and 3 mixed. The incidence was highest in the spine, 
with 11 foci, the ribs contained 9, the pelvis 5, the 
sternum 3, and the femur 2. 

Although it has been considered that radiation 
treatment of bone lymphogranulomatosis was inef- 
fective, cases are presented in which small foci in the 
skull were irradiated with a high enough dose, 4,000 
r, to change their osteolytic character to sclerotic and 
permit the bone to retain its architecture. 

The interval between the beginning of the disease 
and bone involvement was approximately 4 years in 
the author’s series. Therefore, early treatment is 
recommended if bone involvement is suspected. 

—George Bonk, M.D. 


Lower Extremity Amputations in Peripheral Vascular 
Disease. Rosert J. Scuitirr and Oscar SERLIN. Am. 
F. Surg., 1960, 100: 682. 


THE EVALUATION of results of amputation for periph- 
eral vascular disease in 96 patients is presented. From 
these results, the authors enter a plea for more con- 
servative surgery. They support their contention by 
citing other authors. The mortality rate and ream- 
putation rate were surprisingly low. Many patients 
were able to wear a prosthesis. 

There were 129 procedures; 28 were below the knee 
amputations and 68 were above the knee. The main 
cause was arteriosclerotic vascular disease in 87 pa- 
tients. Forty-four patients had diabetes, but the au- 
thors did nct believe that this disorder affected the 
end results, although no statistical survey of the end 
results in the diabetic patients is presented. There was 
a high incidence of systemic disease, the highest, be- 
sides diabetes, occurring in cardiovascular and neuro- 
psychiatric disorders. 

A statistical analysis of the types of amputation was 
made. There was an over-all 10:1 per cent mortality 
rate, 13 per cent for above knee amputations, and 7 
per cent for below knee amputations. Contrary to 
these results there was a 15 per cent failure rate in the 
above knee amputations and a 32 per cent failure rate 
in the below knee amputations. There was a very high 
failure rate in transmetatarsal amputations, but sub- 
sequent higher amputations were successful as were a 
large percentage of the below knee amputations. The 
effect of the sympathectomy on the affected extremity 
prior to or after amputation could not be demon- 
strated. 

There was a definite correlation between age and 
mortality and an inverse relationship between age and 
ability to utilize a prosthesis. 


The authors make a notation that the use of the 
prosthesis cannot be compared to its use by patients 
who have amputations for other reasons. Only 3 pa. 
tients could work with the prosthesis. The others 
could only walk limited distances. The advantage was 
that they could obtain mobility necessary for inde. 
pendent existence, and most of the patients wore their 
prosthesis all day. The number of bilateral amputees 
who could use a prosthesis was extremely low. 

The authors realize that patients in a veterans hos. 
pital receive prolonged hospitalization and the benefit 
of rehabilitation with their prosthesis, which might 
not be available financially for the average private 
patient. — Richard G. Saxon, M.D. 


Results of Transplantations with Preserved Calf Bone, 
M. J. Kinema. Arch. chir. Neerl., 1960, 12: 221, 


THE AUTHOR REPORTS results of the use of calf bone in 
orthopedic operations. After sacrifice of newborn male 
calves, the surgeon takes the bones from the extremi- 
ties under absolutely sterile precautions. The cortical 
bone is cut into sizes for grafts and the spongious bone 
into blocks of practical dimensions. These grafts and 
blocks of bone are placed in jars and kept in a re- 
frigerator at —40 degrees C. When bacteriologic 
examinations of the calves and the bones removed 
from them have shown sterility, the grafts are made 
available for distribution through several depots in 
the Netherlands. The bone transplantation service is 
nonprofit making, and the grafts are available to 
practitioners at cost. Initially, there was considerable 
enthusiasm for this type of material, but the requests 
for it have decreased by 50 per cent between the years 
1952 and 1958. 

For analysis, the situations in which this graftin 
material was used were divided into 3 groups: (i 
entire graft surface in contact with surrounding bone 
of host; (2) graft in contact with host bone over entire 
graft length; and (3) only ends of graft in contact with 
host bone. The author concluded that the direct re- 
sults have been encouraging when certain conditions 
are fulfilled: youth of the patient, ample contact be- 
tween the graft and the patient’s bone tissue, which 
should be refreshed down to the spongious substance, 
firm fixation of the graft onto the bone of the patient, 
and prolonged immobilization of the operated area. 
He recommends that the grafts, as supplied, be used 
only if these favorable conditions are met. 

—Einer W. Fohnson, Jr., M.D. 


Surgical Treatment of Pott’s Paraplegia (Considera- 
tions sur le traitement chirurgical actuel des para- 
plégies pottiques). R. Boutvin. Acta orthop. belg., 1960, 
26: 179. 


Or 132 pATIENTs with Pott’s disease treated surgically 
by the direct approach, 25 patients were paraplegic. 
Four of them had cervical lesions, 20 dorsal, and 1 a 
dorsolumbar lesion. 

The neurologic symptoms in the cervical region 
were due to the bone destruction which caused a dis- 
location of the involved vertebrae and direct com- 
pression of the spinal cord. In 3 cases skull traction for 
33 to 64 days improved the neurologic symptoms. 
Evacuation of the abscess followed by a plaster cast 
stabilized the lesion. Healing occurred in 5 months 
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but hemorrhage caused death in 1 patient treated by 
an anterior approach to the cervical spine. 

In the lesions of the dorsal spine the author differen- 
tiates between spastic, flaccid spastic, and flaccid para- 
plegia. He believes that in cases of pure spastic para- 
plegia without sensory disturbances the neurologic 
symptoms are mainly due to vascular changes (spasm 
of the spinal arteries) and that a costotransversectomy 
to evacuate the abscess causing the irritation is the 
procedure of choice. In 8 of 9 such cases there was a 
complete disappearance of the symptoms. 

However, if at operation no large abscess under 
tension was present but there were sensory disturb- 
ances and a kyphosis, the vascular trouble was 
thought to be due to edema of the dural or epidural 
tissues and an anterolateral rachiotomy was per- 
formed. Only a reactive edema of the dural and peri- 
dural tissues was found; no pus or sequestra were seen. 
Drainage of the abscess and lateral decompression re- 
sulted in healing of both the neurologic and the bone 
disorders. 

In 10 cases of flaccid paraplegia an anterolateral 
rachiotomy was performed and in these cases granula- 
tion tissue, degenerated disc material, and sequestra 
as well as pus were found. In the cases in which the 
procedure was carried out primarily there were 6 
good results. 

Of 21 patients who were followed up 15 were cured, 
2 improved, 1 unchanged, and 3 or 14.2 per cent died. 

—Foseph C. Mulier, M.D. 


Evaluation of the Cervical Spine in Whiplash In- 
juries, HERBERT R. ZaTzKIN and FRANK W. KveTon. 
Radiology, 1960, 75: 577. 


THE DERIVATION of criteria for a diagnosis of whiplash 
injury by roentgenologic means is the purpose of this 
study. The authors compared the roentgenograms of 
a group of patients who had received so-called whip- 
lash injuries with a group of normal subjects. 

Seven roentgenographic views of the cervical spine 
were taken, including anteroposterior, through the 
open mouth, lateral views in neutral, flexion, and 
extension positions, and right and left oblique. Fifty 
adult patients were examined and 35 normal subjects. 
The roentgenograms were evaluated as to (1) the 
neutral curve, (2) ability to flex the neck, (3) ability 
to extend the neck, (4) riding of the articular facet 
over the posteroinferior aspect of the vertebral body 
immediately superior, (5) status of the intervertebral 
disc spaces, (6) status of the intervertebral foramina, 
and (7) presence or absence of scoliosis. 

Marked straightening of the normal curvature oc- 
curs 5.3 times as frequently in the affected group as 
in normal subjects. Reversal of the curvature occurs 
3.0 times as often. Segmental straightening occurred 
more often in the normal group. 

Marked limitation of flexion occurred 10.0 times 
as often in the whiplash group as in normal subjects. 
These patients also were unable to extend the neck 
as well as the normal subjects in a ratio of 2 to 1. 

Wedging and narrowing of the intervertebral fora- 
mina were noted twice as frequently in the affected 
group. The ratio of encroachment of the interverte- 
bral foramina was 1.8 to 1. Scoliosis occurred 5 times 
more frequently in the affected group. 
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The authors believe that combined rather than 
solitary findings are significant of injury. 
— Richard G. Saxon, M.D. 


Degeneration of the Intervertebral Disc and Its Histo- 
chemical Study. SeisukE TANAKA. Arch. jap. Chir., 
1960, 29: 1276. 


HIsTOCHEMICAL STUDIES were Carried out on the inter- 
vertebral discs of 35 cadavers aged 20 to 78 years and 
on specimens obtained at surgery from 36 patients 
operated upon for herniated nucleus pulposus. The 
changes observed in the surgical specimens were sim- 
ilar to those in the material obtained from the older 
cadavers. The degeneration of the cartilage cells is 
considered to be induced by dehydration, the dis- 
appearance of the gel structure, and the decrease of 
mucopolysaccharide and chondroitin sulfate in the 
matrix of the nucleus pulposus. Similar changes were 
seen in the experimentally injured intervertebral discs 
of rabbits. —Sanford Larson, M.D. 


Recurrent Dislocation of the Shoulder Repaired by 
the Magnuson-Stack Operation. Louis T. Patumso, 
WENDELL S. SHARPE, and Rosert J. NEJDL. Arch. 
Surg., 1960, 81: 834. 


TWENTY-FOUR CASES of recurrent dislocation of the 
shoulder treated by the Magnuson-Stack operation 
are presented. Treatment covers a period of 13 years, 
from 1947 to 1959. 

A summary of three leading theories of the cause 
of the disorder is presented. The first is that of muscle 
imbalance, in that the subscapularis muscle and ten- 
don are somehow inadequate and do not protect the 
thin weak anterior portion of the shoulder joint. The 
authors lean heavily toward this theory. The Mag- 
nuson-Stack procedure is designed to alleviate this 
condition. The second theory, that of Bankart, as- 
cribes the defect to the glenoid labrum which is de- 
tached during trauma and does not heal. The third 
theory proposes that the posterolateral portion of the 
humeral head has a flattened or indented area which 
permits subluxation on external rotation or abduction. 

The Magnuson-Stack procedure is essentially a 
transposition of the insertion of the subscapularis 
tendon to a more lateral site with fixation to the 
capsule to prevent superior displacement during mo- 
tion. The authors modify the original procedure by 
simply cutting the tendon instead of removing a 
wedge of bone. They then bury the tendon end in 
a site lateral to the long head of the biceps tendon. 
The superior and inferior sides of the tendon are 
firmly sutured to the underlying capsule to prevent 
upward displacement. 

Nineteen patients of the 24 were available for re- 
study. Two patients had recurrence. One of these was 
reoperated upon with a good result. Two patients 
had some evidence of deltoid atrophy. Five patients 
engaged in sports with no recurrence. Seventeen did 
mechanical or factory work. All patients could abduct 
to 80 to 90 degrees. One-half could rotate externally 
from 15 to 50 degrees and the rest from 60 to 80 
degrees. 

The authors believe that the procedure is easier 
than the others and has good functional results with 
a low recurrence rate. —Richard G. Saxon, M.D. 
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Internal Fixation in Open Fractures of Both Bones of 
the Forearm (La place de l’osteosynthese dans les 
fractures ouvertes de l’avant-bras). G. DESENFANS and 
H. Evrarp. Acta chir. belg., 1960, 59: 367. 


ALTHOUGH the authors are opposed to the immediate 
internal fixation of open fractures of the femur, the 
tibia, and the humerus, they believe that an early or 
even immediate fixation is indicated in open fractures 
of both bones of the forearm. 

The main reasons for their attitude are: (1) In most 
fractures of both bones of the forearm, open reduction 
and internal fixation are preferred to obtain perfect 
function. (2) Anatomic reduction becomes increasing- 
ly difficult and sometimes impossible after a few days. 
(3) A deferred open reduction is impossible in many 
cases because of the skin lesions which tend to become 
worse. (4) A secondary grafting will be much easier 
after the fragments are stabilized. 

The results of 13 cases in which this method was 
used are described as very good as opposed to those in 
43 cases in which the classical treatment was carried 
out. — Joseph C. Mulier, M.D. 


Immediate Mobilization in Fractures of the Radial 
Head (La mobilisation immédiate des fractures de la 
téte radiale). M. STEHMAN and S. DeE.mortre. Acta 
orthop. belg., 1960, 26: 214. 


Tuts 1s a report on 30 fractures of the radial head. 
The most frequent etiologic agent was a fall on the 
forearm or wrist with the elbow in flexion and valgus. 
Less often they were caused by a fall on the elbow. 
The authors believe in immediate mobilization of the 
elbow if there is no displacement of the fragment or if 
the displacement is minimal and does not interfere 
with the mechanical function of the elbow. In case of 
extensive displacement they recommend resection of 
the radial head. In 20 cases, the fracture showed no 
displacement whereas in the remaining 10 the dis- 
placement was slight. Twenty-eight fractures were 
treated by immediate mobilization, application of 
warm soaks of hypertonic magnesium sulfate solu- 
tion, and physiotherapy consisting of massage and 
active exercises only. The remaining 2 fractures were 
immobilized in a cast. Both of these were displaced 
fractures. The 20 fractures without displacement 
healed with a good result. Of the 10 fractures with a 
slight displacement, 4 healed with some disability, 
mainly, a discomfort and limitation of elbow exten- 
sion by 5 to 20 degrees. In contrast with other meth- 
ods (operative and/or immobilization), the authors 
pointed out among the advantages of this treatment 
the shorter duration of disability and the earlier re- 
turn to work. The latter was within 20 days on the 
average. — Joseph F. Bahuth, M.D. 


Management of Fractures of the Greater Multangu- 
lar. Lez J. Corprey and Micuert FERRER-TORELLS. 
JF. Bone Surg., 1960, 42-A: 1111. 


THIs FRACTURE is said to occur in 5 per cent of all 
wrist fractures. Kind! in 1910 reported, for the first 
time, a multangular fracture concomitant with a 
Bennett fracture. Since then about 75 such injuries 
have been reported. 

The greater multangular is a trapezoid, anatomi- 
cally, and has 4 cartilaginous facets which articulate 


with the first and second metacarpals, the lesser mul- 
tangular, and the scaphoid. In a smooth normal bone 
and capsule it will permit (1) flexion and extension, 
(2) abduction and adduction, and (3) rotation of the 
thumb through an arc of extension, abduction and 
flexion. 

The clinical features range from a lack of discomfort 
through weakness of the thumb to an inability to exert 
a sustained pinch. Roentgenograms may or may not 
reveal the fracture. Positioning of the radial side on 
the cassette is rewarding and must be kept in mind 
when roentgenograms are being taken. 

The authors report the cases of 6 patients. All were 
treated with Kirschner wires, open reduction, im- 
mobilization with a short arm cast, and postoperative 
physiotherapy. 

In 4 of the 6 cases the final, functional results were 
satisfactory. ‘Two of the patients were lost to follow-up. 

—Samuel Governale, M.D. 


Lunatomalacia (La malacia del semilunare). T. Busa- 
NELLI. Chir. org. movim., 1960, 49: 197. 


Tue Rizzo InstrtuTE of Bologna, Italy is the largest 
institution in Europe entirely devoted to orthopedic 
surgery. In the period from 1935 to 1958, 14 cases of 
Kienbock’s disease (lunatomalacia) were observed in 
this institution. This incidence is a good indication of 
the rarity of the disease. Of the 14 cases reported, 9 
were observed in women and 5 in men. The patients 
ranged in age between 16 and 31 years and most were 
in the third decade—8 in this series. Considering the 
pathogenetic importance of repeated, chronic trauma 
in the production of this lesion, it is not a surprise that 
the right hand was involved twice as often as the left— 
9 versus 4, respectively, in this series. Pain was the 
most outstanding complaint and was present in all 
cases here reported. 

The typical roentgenographic findings as described 
by Hulten were present in only 6 of the patients. In 
the remaining 8, the roentgenogram revealed no 
abnormalities. All patients were treated surgically. In 
4 cases a simple drilling of the lunate bone was per- 
formed. In 1 case a bone graft was inserted. In 7 cases 
the lunate was removed, and in the last 2 patients an 
acrylic prosthesis was substituted. According to the 
type of operation performed, the following results 
were obtained: excellent when simple drilling was 
performed and when a graft was used; fair when 
simple removal of the lunate was performed; and 
poor when a prosthesis was used. 

—Riccardo Benvenuto, M.D. 


Hip Shelves in Children. Davin M. Bosworth, J., 
WitutaM Fietpinc, Witiram A, LizBLeR, TADAO 
Isizuka, and Others. 7. Bone Surg., 1960, 42-A: 1223. 


Tuis REPORT is based on a consecutive series of 60 
children on whom 82 hip shelf operations were per- 
formed at the House of St. Giles the Cripple, Brooklyn, 
the Polyclinic Hospital and St. Luke’s Hospital, New 
York, and St. Vincent’s Hospital, Staten Island, New 
York. Diseases causing the hip disability were con- 
genital dislocation of the hip in 30, congenital sub- 
luxation of the hip or coxa magna in 7, cerebral palsy 
in 3, poliomyelitis in 12, old suppurative arthritis in 
6, and meningomyelocele in 2. The shelf operations 
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were indicated because of dislocation in 6, subluxation 
in 23, aplasia of the acetabulum in 47, absorption of a 
previously applied shelf in 5, and coxa magna in 1 in- 
nce. 

The results presented represent the diversified surgi- 
cal ability of 12 Board qualified orthopedic surgeons 
and 20 residents. The procedure consists of removing a 
roughly rectangular graft from the upper portion of 
the external iliac cortex after the hip has been exposed 
through a Smith-Peterson approach. A slot is then cut 
in the outer cortex at the acetabular margin just above 
the femoral head. The broad end of the graft is placed 
distally beneath the reflected and direct heads of the 
rectus muscle and superficial to the intact capsule of 
the hip joint. The narrow end of the graft is then 
snapped into the slot cut in the ilium. No retention 
sutures are used. Postoperatively, the legs are band- 
aged together for 1 to 2 weeks and no weight bearing 
is permitted for an additional 2 to 4 weeks. Treatment 
of an unstable hip by shelf operation is contraindicated 
in a child who does not have sufficient power to con- 
trol the hip, who has spastic paralysis and cannot use 
the hip, or who may die of ascending kidney infection 
before the hip can be used. 

The authors obtained good results in all cases except 
in the 3 patients with cerebral palsy. In these cases the 
hips became redislocated and more severe deformities 
developed. They believe that the main factor responsi- 
ble for a satisfactory result is the operative technique. 

—David E. Hallstrand, M.D. 


Tomography and Other Radiologic Methods in the 
Management of Congenital Dislocation of the Hip. 
A. F. Barrett and G, I. Verney. Brit. 7. Radiol., 
1960, 33: 684. 


THE AUTHORS Discuss the value of tomography and 
other roentgenographic methods of examination used 
during treatment of congenital dislocation of the hip. 

These methods include (1) a single anteroposterior 
roentgenogram; (2) a lateral roentgenogram, supple- 
menting the anteroposterior one; (3) stereoscopic 
anteroposterior roentgenograms; (4) anteroposterior 
roentgenograms with tube shift, devised by Houston; 
and (5) tomograms. The first three methods are 
generally recognized and need no further elabora- 
tion. The fourth method is used in unilateral cases 
to demonstrate the presence or absence of dislocation 
in the anteroposterior direction. Two anteroposterior 
roentgenograms are taken, one with the tube tilted 
15 degrees towards the head and one with the tube 
tilted 15 degrees towards the feet. A wire grid placed 
on the top of the cassette is employed to determine 
the comparative shift of the affected femoral head. 
If the head is properly reduced, the shift of its image, 
measured from a given line of the grid on the two 
films, equals that of the unaffected femoral head; if 
it is displaced anteriorly the shift is greater and if it 
is displaced posteriorly the shift is less than on the 
normal side. The fifth method is carried out with a 
simultaneous multisection tomographic apparatus, 
enabling up to seven cuts at either 0.5 or 1.0 cm. 
intervals with a single exposure. Three cuts at 1 cm. 
intervals, with the top cut being 1.3 cm. below the 
skin over the femoral head, are sufficient. The three 
cuts, in the majority of children between 1 and 3 
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years of age, will pass through the anterior, middle, 
and posterior parts of the acetabulum. 

After preliminary experimental work on an au- 
topsy specimen of the pelvis and femora of a child 
aged 1.5 years, multisection tomography was used 
during the past year in 23 patients for a total of 114 
examinations. Nearly always a satisfactory demon- 
stration of the structures was obtained even through 
thick plaster of paris casts. The method is also used 
in the patients with Denis Browne splints and during 
the early stages of mobilization. 

Realizing the importance of gonad exposure and 
protective devices to minimize it, the authors carried 
out a series of comparative dose measurements in a 
phantom pelvis, with and without plaster of paris, 
for plain anteroposterior roentgenograms and tomo- 
grams, and the results are presented in tabular form. 
The estimated ovarian dose in mr was 13.6 and 8.2, 
respectively, without plaster of paris casts and 19.0 
and 20.0, respectively, with plaster of paris casts. 

The conclusion is reached that tomography is un- 
doubtedly the best method when the patient is in a 
plaster of paris cast. Only one exposure is required 
and thus movement of the patient between expo- 
sures, as in stereoscopy and the tube shifting method, 
is avoided. After the cast is removed, clinical assess- 
ment is possible and the choice of roentgenographic 
methods becomes wider. —T. Leucutia, M.D. 


The Management of Fracture Dislocation of the Hip. 
J. N. Witson. Proc. R. Soc. M., Lond., 1960, 53: 941. 


Or 26 cases that have come under the author’s ob- 
servation, 21 were fracture dislocations. Types of 
cases in this series are (1) dislocation with fracture of 
the acetabular rim, (2) dislocation with fracture of the 
head of the femur, and (3) central hip dislocation. 

The most common variety is the dislocation with 
fracture of the acetabular rim, in which the postero- 
superior rim of the acetabulum is broken off with 
displacement of the femoral head. Treatment of this 
lesion when associated with simultaneous sciatic nerve 
involvement is exploratory. Other important features 
in the treatment of these fractures depend upon the 
accuracy of the reduction and postreduction stability 
of the hip. Exposure is accomplished by the Gibson 
approach. Large fragments of the acetabulum may 
necessitate internal fixation with retaining screws. 
In 4 cases, the author has encountered myositis ossi- 
ficans. It is postulated that early ambulation with 
excessive manipulation may be a contributing factor 
towards myositis ossificans. Abatement of this com- 
plication has been achieved by use of a short hip spica 
for 6 weeks. 

In dislocation with fracture of the head of the 
femur, which the author has treated in 6 patients and 
in which the fragments are usually avulsed from the 
anteroinferior aspect of the femoral head, a posterior 
approach is favored. Osteotomy of the greater tro- 
chanter may augment the feasibility of the procedure. 
Central dislocation of the hip is a misnomer. Its defin- 
itive treatment depends on whether the type of fracture 
is transverse or vertical. In the former the fracture 
should be approached from the front. The vertical 
fracture should be approached from the back. 

— Samuel Governale, M.D. 
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Faulty Diagnosis in Traumatic Dislocation of the Hip 
and Fracture-Dislocation of the Hip (Fehldiagnosen 
bei traumatischen Hueftverrenkungen und Hueftver- 
renkungsbruechen). E. TRoyan. Chir. praxis, 1960, p. 
187. 


THE INCIDENCE of fractures and fracture dislocations 
of the hip has not materially increased in the last years. 
Dislocation of the hip usually results from a twisting 
injury to the hip. Fracture dislocations occur as a rule 
from a severe blow to the flexed knee joint when the 
patient is in the sitting position, e.g., hitting the dash- 
board in an automobile accident. These injuries re- 
quire immediate treatment. Myositis ossificans and 
aseptic necrosis of the femoral head are usually found 
in those cases either unrecognized or without treat- 
ment for several days. Fractures and fracture disloca- 
tions of the hips are often overlooked in cases in which 
other severe injuries exist, in patients who are uncon- 
scious, and when roentgenographic examination of 
the area of the hip joints is inadequate. 

In case of doubt, it is important to take an oblique 
view of the injured hip. The patient, who rests on his 
back, is turned 45 degrees on his sound hip and a film 
in the anteroposterior projection is made. An accurate 
diagnosis of either fracture dislocation or dislocation 
of the hip can then be made. In cases in which the 
roof of the acetabulum is fractured, the prognosis is 
not as favorable as in cases in which the posterior wall 
of the acetabulum has been fractured. It is also im- 
portant that all fragments within the hip joint be 
managed surgically. If the fragment is small it can be 
removed, but if it is large it must be reduced and fixed 
by a bone screw. This report is based on 112 cases of 
fracture and fracture dislocation of the hip observed 
between 1926 and 1956. The average follow-up period 
was 8 years and 8 months. 

—George I. Reiss, 7r., M.D. 


Not Every Case of Judet’s Arthroplasty Gives Bad 
Long Term Results, ALEKSANDAR Donker. Acta. orthop. 
scand., 1960, 30: 49. 


WITH THE ADVENT of intramedullary prosthesis for the 
hip, the accepted indications for the use of Judet’s 
arthroplasty have become less numerous, and in re- 
cent years Judet’s prosthesis has been almost aban- 
doned. But the proper evaluation of this prosthesis in- 
volves a longer period of observation than previously 
thought necessary. 

Analyzed here are 34 arthroplasties of the hip using 
Judet’s prosthesis, performed between January 1952 
and January 1956. The youngest patient was 17 years 
old and the oldest was 76 at the time of operation. 
All patients were taught the necessary exercises in the 
postoperative period and were advised to pursue 
these exercises at home as long as possible. The fol- 
lowing complications of the operation were noted: 
(1) fracture of the femur at the time of operation; (2) 
formation of hematoma and wound infection; cK 
mortality; (4) dislocation of the prosthesis; (5) re- 
sorption of the neck of the femur; (6) resorption of 
bone around the stem of the prosthesis; and (7) me- 
chanical accidents. 

Results were classified as excellent, good, fair, and 
poor by the system of M. M. Shepherd, based on the 
four main criteria for such evaluation: degree of pain, 


active mobility, function by performance, and the 
patient’s own assessment. 

The worst results fell in a period 2 to 3 years after 
operation, which thus appears to be the most critical 
time. Late complications and complaints and diff. 
culties necessitating further operation usually o¢. 
curred in this period. 

Expressed in percentages, the long term results 
from Judet’s arthroplasty were excellent and good in 
48.5 per cent, fair in 18.2, and poor in 33.3. The 
poorest rate was found among those patients in whom 
pseudarthrosis of the neck of the femur developed. 
However, 3 patients in this group had Judet’s arthro. 
plasty for tuberculous coxitis of the hip, and the long 
term results in these 3 were all very good. 

In view of the fact that the long term results of 
Judet’s arthroplasty of the hip, with reoperation if 
needed, are better than those found in early analysis 
of such cases, the author wonders whether or not this 
method should be abandoned. 

—Einer W. Johnson, Fr., M.D. 


A Case of Congenital Arteriovenous Aneurysm In- 
volving the Femur. G. A. Marin. Guy’s Hosp. Rep., 
Lond., 1960, 109: 169. 


Tus Is a case report of an arteriovenous fistula 
occurring in a 22 year old white female. She was 
7 months pregnant. Presenting symptoms were pain 
of 10 years’ duration in the right thigh with enlarge- 
ment of the thigh. Prior to examination the patient 
complained of lassitude and breathlessness of 1 
month’s duration. There was no history of injury. 

Physical examination revealed a slight limp with 
enlargement of the right thigh. There was a thrill 
on palpation and a constant bruit on auscultation 
of the mass. There was a slow pulse, and the roent- 
genogram of the chest showed an enlarged heart. 
Roentgenographic examination of the thigh showed 
cortical erosion of the femoral shaft. Arteriography 
revealed pooling of the dye, signifying multiple con- 
nections between the femoral artery and vein in the 
femur. 

Roentgenotherapy reduced the size of the mass 
and relieved cardiac symptoms to a great extent. 
The patient later delivered a normal infant. 

—Richard G. Saxon, M.D. 


The Treatment of Fractures of the Neck of the Femur 
by Compression. JoHN CHARNLEY. Acta orthop. scand., 
1960, 30: 29. 


REPLACEMENT ARTHROPLASTY of the femoral head is 
probably a worthwhile treatment for fractures of the 
femoral neck in senile individuals, but efforts should 
be continued toward improvement of internal fixation 
in patients with expectation of 10 or more years of life. 
Experience has shown that many failures with the 
simple Smith-Petersen nail technique occur despite 
viability of the head, and therefore complicated 
methods of internal fixation would be justified if they 
eliminated failure of union in the femoral neck when 
the femoral head is viable. It seems reasonable that 
successful union could be obtained in 80 to 85 per cent 
of such cases, provided some mechanical device could 
be perfected which would allow adequate fixation of 
the fracture. 





Analysis from a mechanical standpoint is given the 
Smith-Petersen nail, the plate with the Smith-Petersen 
nail, sliding nails, the valgus nail, screws, and multiple 
pin fixation. Regarding the mechanical aspects of the 
spring-loaded compression screw which bears the 
author’s name, elaborate details are given as to proper 
technique of application and proper utilization of its 
mechanical advantages. The postoperative conduct of 
the patient is important, and weightbearing is not 
allowed until solid union of the fracture is demon- 
strated. The degree of extrusion of the nail is one 
indicator of the degree of union across the fracture 
site and the degree of viability of the femoral head. 

In the author’s original report in 1957, 33 cases 
were available for study with a clinical success rate of 
82 per cent. In another series including 49 cases with 
results tabulated at the end of 1 year, the union rate is 
85 per cent, but many of these patients will later show 
ischemic collapse of the femoral head. 

The author concludes that the use of the compres- 
sion screw eliminates failure of union in fractures of 
the femoral neck when the capital fragment is alive. 

—Einer W. Johnson, Jr., M.D. 


Treatment of Arthrosis of the Knee Joint (Die Knie- 
gelenksarthrose und ihre Behandlung). H. Matzxe. 
Deut. med. Wschr., 1960, 85: 1550. 


Arturosis of the knee joint is defined as a chronic, 
noninfectious, inflammatory joint disease similar to 
that which may appear in any joint of the body. The 
site of the disease is in the joint cartilage. Constantly, 
degenerative processes occur within the cartilaginous 
tissue. The bradytrophic tissue thickens and calcium 
and cholesterol are deposited in the tissue. These 
changes are irreversible and are enhanced by in- 
creased activity and overweight. The first symptoms 
usually occur between the ages of 46 and 50; they 
consist of prekinetic pain which improves upon rest 
and is increased during walking up hil'. The objec- 
tive findings include limitation of extension, grating, 
and localized tenderness. 

In the past, dietary measures, salicylates, sulfur 
medication, and procaine therapy were recommended. 
Occasionally roentgenotherapy was used. More re- 
cently cortisone derivatives have been injected into 
the knee joint with satisfactory results in 81 per cent 
of the 1,000 knees treated in the past 2 years. As a 
rule 25 mgm. of hydrocortisone or 10 to 20 mgm. of 
prednisolone acetate were injected into the knee joint 
under local anesthesia as an ambulatory office pro- 
cedure. The injections are repeated as a rule every 
14 days, depending upon the symptoms presented by 
the patient. Hydrocortisone therapy as a rule did not 
cause any generalized symptoms or complications. 

—George I. Reiss, Jr., M.D. 


The Foot in Sports (Le pied dans les sports). ALBERT 
Govaerts. Sportarztl. Praxis, 1960, p. 132. 


THIS ARTICLE represents a symposium of observations 
made by various French, Italian, and Russian phy- 
sicians of the role of the athlete’s foot in sports. Go- 
vaerts presented many diagrams, including the shift 
of the foot in relation to the point of gravity, the in- 
ference of the muscles, and various forces that play 
an important part in shifting the body weight during 
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sports activities. He observed: (1) synchronized move- 
ments of the agonists, antagonists, and neutral mus- 
cles; (2) a reciprocal innervation of these muscles to 
maintain balance in the lower extremities; (3) syn- 
chronized combination of rotation and gravity which 
is translated into movement; and (4) a force which 
is transmitted through the foot against an obstacle, 
causing change of location. He concludes that if 
any of these postulates are impaired, injuries usually 
result. 

Mach of Prague reported dislocation of the pero- 
neus tendon, particularly in skiers. These injuries are 
caused by a tear of the capsule of the peroneal tendon 
which allows it to dislocate anteriorly over the ex- 
ternal malleolus. A reconstruction of the retinaculum 
usually gives excellent results. Jaros and Kubat of 
Prague report on the condition of the feet of Emile 
Zatopek, the champion sprinter, who ran during his 
lifetime nearly 80,000 km. which represents 5,250,000 
leaps with each foot. He suffered transitory tarsal and 
metatarsal pain in the Achilles tendons. Occasional 
small ruptures cf the quadriceps muscle were ob- 
served without any afteraffects. Horn of Pilsen re- 
ported on injuries to the foot in jumping and the 
prevention of such injuries. 

Pribil of Milan discussed the aspect of the role of 
dermatology in preventing injuries to the foot in 
sports. Jeschke and Polivka report on findings in the 
feet of football players. On roentgenographic exam- 
ination, they found accessory bones, particularly the 
trigonum, the os peroneum, and the sesamoid bones. 
Schénbauer of Vienna reported tears of the Achilles 
tendon. Operative repair was the treatment of choice. 
Naves and Veciana of Barcelona reported on injuries 
in the posterior region of the ankle, with particular 
attention to the relationship of the astragalus and 
the os trigonum. 

Haluzicky and Zapaticky concluded that the bi- 
partid sesamoid bone of the big toes has no influence 
on the function of the foot in sports and is of purely 
developmental significance. 

Various physicians from the USSR elaborated on 
fractures observed in the feet of athletes and on the 
role that flat feet play in sport activities. They also 
discussed the function of the foot in bicycle racers 
and football players. —George I. Reiss, Jr., M.D. 


The End Result of the Treatment of Fractures of the 
Scaphoid by Mobilization (La fracture récente du 
scaphoide carpien traitée par mobilisation). F. VEr- 
MUELEN. Acta orthop. belg., 1960, 26: 161. 


THE END RESULTS of the treatment of 26 fresh fractures 
of the scaphoid by mobilization alone were studied 
from 1 to 9 years after the injury. The average age of 
the patients at the time of the fracture was 19.8 years. 

Twelve of the 26 cases or 46 per cent of the fractures 
united spontaneously, but only 3 of them within the 
first 2 months. The function of the patients with union 
at the fracture site was better. In 12 cases with union, 
11 results were excellent and 1 was good, whereas of 
the 14 cases with nonunion 8 only were excellent, 3 
good, and 3 fair. 

There are two conclusions to be drawn from this 
study: (1) immobilization of the fractured scaphoid is 
the treatment of choice, but the results are not so 
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superior as to make this indication absolute, especially 
for certain patients, and (2) of 26 fresh fractures 12 
united spontaneously despite mobilization, a very 
high percentage not found elsewhere in the literature. 
— Joseph C. Mulier, M.D. 


Transmetatarsal Amputations in Gangrene of Ar- 
terial Origin (L’amputation transmétatarsienne 
dans les gangrénes d’orjgine artérielle). RENé Fon- 
TAINE, REN£ Kieny, and ErreNNE WEILL. 7. chir., Par., 
1960, 80: 281. 


A TRANSMETATARSAL AMPUTATION was performed 69 
times on 64 patients. It is an economical amputation 
that is not sufficiently known to surgeons. Even with 
very broad indications a good result was obtained in 
almost half of the cases. In these patients the stump 
is well covered and painless, the gait is easy and nor- 
mal, and the patient walks without apparatus or shoe 
correction of any kind. 

The results with this procedure are much better 
than those obtained by disarticulation at the meta- 
tarsophalangeal joints. 

The indication for this procedure is dry gangrene 
limited to one or two toes. Infected gangrene dimin- 
ishes the chances for success, but a secondary above 
the knee amputation is always possible. In most of the 
cases a lumbar sympathectomy was performed as 
well. The operative wound should never be closed 
primarily; two stitches are placed on the skin edges 
and tightened after a few days if and when the condi- 
tion of the flaps is considered satisfactory. 


— Joseph C. Mulier, M.D. 


MUSCLES AND TENDONS 


Dupuytren’s Contracture and Its Surgical Treat- 
ment, WALTER E. Heyse. 7. Am. M. Ass., 1960, 174: 
1945, 


AN EXCELLENT brief summary of the history of recog- 
nition and treatment of this strange contracture is 
presented. The author then describes his experiences 
with 12 patients treated by limited resections of the 
contracture fibers. The method combines the methods 


of Goyrand and Kocher and was described by Russ in 
1908. Multiple longitudinal incisions are made 
through which local resections of contractures are 
carried out. The author states that the method 
obviates the occasional great slough of the more popu- 
lar complete fasciectomy, entails a short convalescence, 
and may be repeated if it should prove necessary. He 
reports on 8 patients who underwent 12 procedures 
with good to excellent results in 2 to 5 year follow-ups, 
— Preston F. Burnham, M.D. 


Electromyographic Study of Transplanted Muscles 
About the Knee in Poliomyelitic Patients, Davip 
H. SuTHERLAND, FREDERICK C. Bost, and Epwin R. 
ScuortstaEpT. 7. Bone Surg., 1960, 42-A: 919, 


THE AUTHORS have studied the question of transfer 
of the hamstring, tensor fasciae latae, and sartorius 
muscles into the patella. A unique method of record- 
ing the phasic activity of such muscles is introduced. 
The method consists of superimposition of the electro- 
myographic tracings of three muscles onto the image 
of the patient during walking. The electromyographic 
tracings originated from the sweep of an oscilloscope. 
Twenty-one patients with 39 muscle transplantations 
about the knee were included in the group. In the 
patients studied quadriceps insufficiency was demon- 
strable before operation. At the time of the study the 
patients’ ages varied from the tenth to the fifteenth 
years. 

Dual internal electrodes were used, placed ap- 
proximately one-half inch apart. Electrode place- 
ment was confirmed by electrical stimulation, as well 
as by visual and auditory monitoring of the electro- 
myogram. It is not stated into what sections of the 
muscle the electrodes were inserted for the test. Gain 
was adjusted for each channel and voltage calibra- 
tion recorded. Ten of 14 hamstring transfers achieved 
stance phase activity roughly comparable to that of 
the normal quadriceps femoris. Two of 11 sartorius 
transplants and 4 of the 12 tensor transplants achieved 
stance phase activity. The cases are analyzed from a 
standpoint of phasic activity, function, and deformity. 

—John Robert Close, M.D. 
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BLOOD VESSELS 


Surgical Treatment of Extracranial Occlusive Lesions 
Causing Cerebral Arterial Insufficiency. E. S. 
Crawrorp and M. E. De Baxey. Bull. soc. internat. 
chir., 1960, 19: 407. 


THIs PRELIMINARY REPORT on problems in the clinical 
management of extracranial carotid occlusive lesions 
includes discussion of the significance of blood pres- 
sure gradients in the carotid arteries, effects of carotid 
sinus stimulation, the support of cerebral circulation 
during operation, effects of increased blood flow upon 
permeability of damaged intracerebral capillaries, 
and appraisal of the functional results of surgical 
treatment. 

The best guide at present to the functional signifi- 
cance of an occlusive region is either a 50 per cent 
obstruction shown arteriographically or evidence of 
decreased blood flow by pulse changes and reduction 
in axillary or retinal artery pressure. 

During operation cerebral blood flow must be main- 
tained, and in cases in which the internal carotid 
pressure drops below adequate levels, a temporary 
internal shunt should be used. Care must be taken to 
prevent hypotension and bradycardia during opera- 
tion—which can be produced by carotid sinus stimu- 
lation—by premedicating with atropine and injecting 
the carotid sheath in the vicinity of the bifurcation 
with 1 per cent procaine solution. Evidence of cerebral 
edema was found in 3 patients with aortosubclavian 
bypass grafts and was caused by wound swelling and 
the presence of large grafts in the small thoracic inlet 
which produced venous obstruction, mental derange- 
ment, and the necessity for tracheostomy to relieve 
airway obstruction. 

The best results in the surgical treatment of extra- 
cranial atherosclerotic occlusions will be obtained in 
those patients with functionally significant lesions. 

—Albert M. Schwartz, M.D. 


Buckling and Kinking of the Carotid Vessels. Joun A* 
CuLuican. Minnesota M., 1960, 48: 678. 


BucKLING of the great vessels of the base of the neck 
may be confused with lesions such as thyroidal, thy- 
mic, and lymphatic masses, but the condition does not 
require operation. It occurs most frequently in elderly, 
obese, hypertensive individuals who are frequently 
kyphotic and it may as a result of arteriosclerosis occur 
after elongation and uncoiling of the aorta and aortic 
arch. Buckling of the innominate or carotid artery is 
compatible with a normal life expectancy. If both the 
innominate and proximal carotid arteries are in- 
volved, a pulsating mass mistaken for aneurysm of the 
carotid artery may occur in the base of the neck. This 
tortuous carotid artery, often overlying the trachea in 
the suprasternal notch, may lead to disaster during 
tracheostomy. 

Kinking of the cervical portion of the internal 
carotid artery usually begins 2 to 3 cm. above the 
bifurcation of the common carotid artery. Arterio- 


sclerotic origin may be unlikely, inasmuch as the 
lesion has been observed in children as young as 2 
years. It may be of embryologic derivation with 
persistence into postnatal life of the anterior angula- 
tion of the extracranial portion of the internal carotid 
artery occurring in the embryo as a result of descent 
of the heart into the mediastinum. It is bilateral in 50 
per cent of cases and has an intimate association with 
kinking, presenting as a pulsatile mass in the neck just 
below the angle in the jaw. Aneurysms should be re- 
moved, and persons with neurologic manifestations 
due to carotid insufficiency which has been reported 
should undergo exploratory operation before flow 
through the vessel ceases. Repair is best effected by 
excision of the kink and primary repair of the vessel. 
—Allan D. Callow, M.D. 


Twenty-six Traumatic Arterial and Arteriovenous 
Aneurysms (Réflexions 4 propos de 26 anévrismes 
artériels et artério-veineux traumatiques). J. FERRAND 
and CL. Evsaz. Ann. chir., Par., 1960, 14: 1275. 


Tuis stuDyY concerns 11 arteriovenous and 15 arterial 
traumatic aneurysms. A detailed description of the 
localization and anatomic characteristics is given. 
The aneurysms were most commonly encountered in 
the lower extremities. In 25 per cent of the patients, 
associated neurologic changes were noted. Arteriog- 
araphy was considered to be an essential guide in 
preoperative evaluation, for it demonstrated un- 
suspected vascular lesions and collateral blood flow 
that had developed after the injury. 

The surgical therapy consisted of restorative endo- 
aneurysmorrhaphy in 12 patients, of multiple liga- 
tures in 6 minor arteries, and of procedures such as 
obliterative endoaneurysmorrhaphy, end-to-end an- 
astomosis, lateral suture, and grafts in the remain- 
ing cases. 

The authors concluded that the results achieved 
with the historically classic procedure—restorative 
endoaneurysmorrhaphy—compare favorably with 
those after the more recent techniques listed. 

—Karel B. Absolon, M.D. 


Congenital Arteriovenous Fistula Between the Left 
Internal Mammary Artery and the Ductus Venosus; 
Unusual Cause of Congestive Heart Failure in the 
Newborn Infant. I. H. Giass, R. D. Rowe, and J. W. 
A. Duckworth. Pediatrics, 1960, 26: 604. 


THIs COMMUNICATION reports for the first time a case 
of congestive heart failure in a newborn infant result- 
ing from a congenital arteriovenous fistula between 
the left internal mammary artery and the ductus 
venosus. 

A loud continuous precordial murmur was heard 
for the first time several hours after delivery. The 
lungs were clear and there was no cyanosis or venous 
distention, but the liver and spleen were enlarged. 
Roentgenograms revealed no gross cardiomegaly, but 
the electrocardiogram showed evidence of atrial and 
right ventricular hypertrophy. Aortography demon- 
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strated a dilated internal mammary artery communi- 
cating with an extremely large venous structure just 
below the diaphragm in an anterior position. ‘The 
contrast medium then passed posteriorly within the 
liver to the inferior vena cava. Because of increasing 
distress operation was undertaken, at which time the 
internal mammary vessels and fistula were isolated 
and the inferior venous channel divided. In the im- 
mediate postoperative period no murmur was de- 
tected, but within 2 to 3 hours, cyanosis, tachycardia, 
dyspnea, and subcostal retraction developed and the 
infant died 5 hours postoperatively. Postmortem 
examination revealed a large preductal coarctation 
and a small patent ductus arteriosus associated with 
marked cardiac enlargement, but no intracardiac 
defects were found. A large left internal mammary 
artery arose from a dilated left subclavian artery and 
then communicated with a dilated radical of the 
portal vein which in turn communicated with the 
ductus venosus, the umbilical vein, and the inferior 
vena cava. 

It is the author’s opinion that the occurrence of 
congestive failure in the neonatal period as a result 
of arteriovenous fistula is not too rare a condition 
and they recommend a careful search for an arterio- 
venous fistula in the case of an infant suffering from 
congestive heart failure.—Alfred Jaretzki III, M.D. 


An Experimental Study of Some Hemodynamic Fac- 
tors in Arterial Grafting. D. E. Szmacy1, J. G. 
Wuitcoms, P. WarsBEL, and W. SCHENKER. Bull. soc. 
internat. chir., 1960, 19: 398. 


VARIOUS TYPES of anastomoses, end-to-end and end@ 
to-side, bypass grafts as opposed to direct replace- 
ments, and such factors as the diameter of the implant 
and its luminal surface characteristics were studied in 
the iliac arteries of dogs. Measurements of blood vol- 
ume flow were made with a bubble flowmeter. 

A properly constructed end-to-end anastomosis is 
almost as efficient in transmitting blood as is the in- 
tact artery; an end-to-side anastomosis is less efficient 
hemodynamically than an end-to-end anastomosis, 
but this efficiency to a large extent depends on the 
size of the angle between the component channels. By 
making the angles small the performance of this type 
of anastomosis can be made to come very close to that 
of an end-to-end anastomosis. 

A graft placed as a bypass is less efficient hemody- 
namically than a direct replacement of the same size, 
but the difference can be markedly reduced and even 
eliminated by an appropriate technique. An increase 
in the diameter of the vascular graft by a factor of 
about 2 brings about an increase in blood volume 
which is not proportional to the dimensional increase. 

A prosthesis with rough or corrugated (crimped) 
luminal surface is less efficient than a prosthesis whose 
wall is smooth. —Allan D. Callow, M.D. 


Nonsuture Closure of Arterial Incisions Using a 
Rapidly-Polymerizing Adhesive. Henry S. NATHAN, 
Marvin M. Nacutias, Rosert D. Sotomon, B. 
Davip HALPERN, and ARNOLD M. SELIGMAN. Ann. 
Surg., 1960, 152: 648. 


THE AUTHORS TESTED 28 compounds upon the dia- 
phragmatic pleura of dogs for their ability to adhere 


and harden quickly. Methyl alpha-cyanoacrylate 
bodied with a small amount of polymethacrylate to 
provide proper viscosity was the most promising agent. 
Polymerization was initiated by the moisture of tissue 
and yielded an inflexible film adhering strongly to the 
arterial wall within 4 minutes. 

Tests of the adhesive consisted in applying it to 
longitudinal and transverse incisions in the abdominal 
aorta of dogs, to reinforce a defective anastomotic 
suture line in the aorta, and to close arterial wall de- 
fects with a patch of teflon cloth. 

Thirty-nine animals were operated upon and exam- 
ined 1 week and 3 months later. Arterial approxima- 
tion held strongly, and death from hemorrhage oc- 
curred in only 4 animals. A brittle substance, never- 
theless, was obtained, and occasionally areas of ne- 
crosis in the aorta were noted. A search for more flex- 
ible films with less tissue irritation will be made. 

—Allan D. Callow, M.D. 


Coarctation of the Aorta. C. E. Guppyerc and Oxar 
PETERSEN. Radiology, 1960, 75: 399. 


STIMULATED by recent reports of atypical or pseudo- 
coarctation of the aorta, these authors studied their 
series of 56 patients. 

There were 36 males and 20 females, 16 less than 
11 years of age, 15 between 11 and 14 years of 
age, and 25 more than 14 years of age. The proximal 
and distal diameters, the intra-arterial pressures in 
upper and lower limbs, and the presence or absence 
of rib notching were particularly considered. No 
correlation between the proximal intraluminal pres- 
sure and the width of the vessel could be established. 
There were 4 patients as well with pronounced prox- 
imal aortic dilatation without rib notching or signifi- 
cant collateral channels. 

It is therefore believed that there exists a definite 
entity of aortic coarctation without significant he- 
modynamic import, which has been called pseudo- 
coarctation. No cause or pathogenesis is known, but 
it is suggested that this is a systemic disease of the 
vascular wall. — Robert W. Williams, M.D. 


Associated Intra-Abdominal Lesions Encountered 
During Resection of Aortic Aneurysms. Joun L. 
OcusnER, Denton A. Coo.tey, and Micnaev E. 
DeBaxey. Dis. Colon & Rectum, 1960, 3: 485. 


THE AUTHORS have analyzed 931 patients undergoing 
aneurysmectomy of the abdominal aorta and state 
that two-thirds of these patients had one or more con- 
comitant operations performed for either therapeutic 
or prophylactic reasons. These operations included 
appendectomy in 52 per cent, of the patients, sympa- 
thectomy in 20 per cent, and cholecystectomy in 5.5 
per cent. Other operations performed less frequently 
included inguinal herniorrhaphy, gastric resection, 
hiatal hernia repair, splenectomy, right colectomy, 
and abdominal perineal resection. 

The mortality rate was not higher in those patients 
who had associated operations than in those who did 
not have another procedure performed concomitantly. 
No increase in the length of hospital stay was noted in 
the patients who underwent 2 or more operations. 

Division of the inferior mesenteric artery was em- 
ployed in practically all cases as a necessary technical 





step in resection of the aneurysm of the abdominal 
aorta. Collateral circulation of the left side of the 
colon and rectum was adequate to sustain viability 
if precautions were taken to protect these collateral 
circuits by minimizing trauma to the colon and the 
marginal vessel and by the prevention of a hypoten- 
sive state. —Lloyd D. MacLean, M.D. 


Gastrointestinal Hemorrhage After Abdominal Aortic 
Operations. A. RopertT Corpett, Rosert H. 
Wricut, and Frank R. Jounston. Surgery, 1960, 
48: 997. 

THE INCIDENCE Of fistula between aortic prostheses and 

the intestinal tract appears to be on the increase. It 

is a common cause of late graft failure and usually 
occurs at suture lines which are contiguous with 
bowel loops. The interval between the time of 
insertion and the time of fistula formation varies 
from 2 to 39 months with an average of 17 months. 

One factor responsible for the long term graft failures 

is the type of graft material employed. Fistulization 

can occur with any type of prosthesis and even after 
endarterectomy. In a few reported cases, plastic 
materials were responsible for failure of the graft. 

However, the great majority of fistulas were found 

in preserved homografts, aneurysmal dilatation 

usually developing in the proximal portion. 

The diagnosis of an aorticoenteric fistula is not 
always an easy one but massive gastrointestinal tract 
bleeding in a patient who has previously undergone an 
aortic operation should be considered of aortic 
origin until proved otherwise. In some instances 
patients will die promptly from their first bleeding 
episode but it is significant that this type of death 
occurred in only 3 of the 22 cases reported. Ample 
time is therefore available for definitive treatment in 
the great majority of cases. Operation with blood 
replacement should be as prompt as possible and at 
operation the third portion of the duodenum should 
be examined carefully with dissection of the duo- 
denum away from the aorta lying posteriorly. If it is 
found that the inserted graft is a homograft and there 
is aneurysmal dilatation, it is probably best to excise 
the entire graft and replace it with a fabric prosthesis. 
After correction of the fistula and closure of the 
defect in the bowel, an attempt should be made to 
cover the prosthesis and suture line with living tissue. 

— James H. Holman, M:D. 


Stenosis of a Branch of the Renal Artery Causing 
Hypertension in a Child. Cuartes B. LamBetuH, 
Joun R. Derrick, and Aritp E. Hansen. Pediatrics, 
1960, 26: 822. 


Tus CASE REPORT concerns a 5 year old boy with a 
2.5 year history of hypertension, polydipsia, polyuria, 
and enuresis. All studies including kidney function 
tests were normal except for low urinary specific grav- 
ity and albuminuria. An unsuccessful attempt at 
translumbar aortography to delineate the renal vessels 
at 3 years of age resulted in bleeding into the left 
pleural space with subsequent infection and the ne- 
cessity for decortication of the left lung. A transfem- 
oral aortogram 2 years later revealed a definite stenosis 
with poststenotic dilatation of the superior branch of 
the right renal artery. The patient was operated upon, 
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at which time the roentgenographic findings were 
confirmed and the stenotic portion of the vessel was 
resected with end-to-end anastomosis of the vessel. 
The boy made an uneventful recovery with reduction 
of blood pressure to normal levels. 

The authors state that from their experience in this 
case, the first of its kind reported, and from data from 
the literature, hypertension in children is almost never 
essential and every effort should be made to determine 
the cause. —Albert M. Schwartz, M.D. 


Surgical Treatment of Hypertension Resulting from 
Renal Artery Stenosis. Gzorce C. Morris, JR., 
MicuaEt E. DeBakey, JoHN W. OVERSTREET, and 
RussELt Scott, JR. Am. Surgeon, 1960, 26: 745. 


ForTy PATIENTS with hypertension were found to 
have narrowing of one or both renal arteries and 
were treated by renal artery revascularization pro- 
cedures. 

Aorta-to-renal artery bypass graft was the most 
frequently employed technique in revascularization. 
Direct plastic reconstruction of the narrowed segment 
of the renal artery with a patch graft was performed 
in selected cases. 

The blood pressure became normal in 82 per cent 
of these patients. Four of the 7 patients failing to 
achieve normal arterial pressure demonstrated some 
improvement. 

Bilateral renal artery stenosis was present in 40 
per cent of the patients. Significant improvement in 
renal function followed revascularization. In uni- 
lateral stenosis the revascularized kidney was always 
superior in function to the contralateral kidney. 

—RHarold Laufman, M.D. 


The Use of Human Fibrinolysins in the Lysis ot 
Arterial and Venous Thrombi. R. WARREN and 
J. L. Viwravicencio. Bull. soc. internat. chir., 1960, 
19: 451. 


A Torat of 31 patients received 45 infusions of human 
fibrinolysins. —The dosage varied from 25,000 to 
900,000 units. Febrile reactions occurred in 40 per 
cent. Fibrinolytic activity by the euglobulin method 
was 100 per cent and by the whole blood clot method 
was 5 per cent. Clinical improvement from this pro- 
cedure was not greater than that obtained by the 
usual methods. In dogs arterial thrombi were lysed in 
all cases by the direct injection of fibrinolysin. Euglob- 
ulin fibroinolysin activity freed from inhibitors is a 
measure of potential activity only. Failure of whole 
blood lytic activity to parallel euglobulin activity in- 
dicates that systemic administration of fibrinolysin 
results in the release of neutralizing inhibitors. When 
methods are found to restrain these inhibitors, hu- 
man fibrinolysins will become therapeutically effec- 
tive. — Benjamin G. P. Shafiroff, M.D. 


Management of Thromboembolic Disease. CHARLES 
H. Futter, CHartes W. Rosertson, and REGINALD 
H. Smiruwickx. NV. England 7. M., 1960, 263: 983. 


EXPERIENCE with the management of thromboembolic 
disease consisting of 744 cases at the Massachusetts 
Memorial Hospitals of Boston, Massachusetts during 
a 10 year period, 1949 to 1958, is reviewed. Cases in- 
volving the upper extremity are excluded. Heparin is 
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considered to be the anticoagulant drug of choice and 
best results were achieved when it was administered 
intermittently by the intravenous route. 

Pulmonary embolization is an indication for venous 
interruption which should be followed by heparin 
anticoagulation to prevent thrombosis and embolism 
from occurring proximal to the point of ligation or 
from an area not isolated by the ligature. Mortality 
from pulmonary embolism is 26.5 per cent, but the 
mortality for cases in which there were insufficient 
warning signs for therapy to be instituted was 40 per 
cent. Most patients who have thrombophlebitis in the 
leg will be protected from further embclism by bilat- 
eral superficial femoral vein interruption. Further 
embolization is an indication for inferior vena cava 
ligation. It is probably best not to suction out the clot 
but rather to depend upon intensive anticoagulation 
or else to ligate the inferior vena cava. 

—Allan D. Callow, M.D. 


Inferior Vena Cava Ligation in the Treatment of 
Pulmonary Embolism. M. Mozes and R. Apar, 
Surgery, 1960, 48: 879. 


TWENTY PATIENTS with pulmonary embolism, in 
whom superficial femoral vein ligation had failed or 
seemed unlikely to prevent further embolization, had 
inferior vena cava ligations performed. The signs and 
symptoms were nonspecific in most cases, and only by 
considering them in combination and with roentgeno- 
graphic studies and electrocardiograms was the cor- 
rect diagnosis made. The indications for operation 
were recurrent embolization after superficial femoral 
vein ligation in 9 patients of which 4 were on effective 
anticoagulant therapy; iliofemoral thrombosis in 4; 
5 patients in whom the pelvic plexus was suspected as 
the source of emboli; and 2 with unknown sites of 
embolus formation. 

The operation was a retroperitoneal ligation of the 
inferior vena cava performed through a transverse in- 
cision at the level of the umbilicus. In the immediate 
postoperative period the foot of the bed was elevated 
and the patient was given leg exercises; early gradual 
ambulation was instituted with elastic bandage sup- 
port. No patient suffered a further embolus after liga- 
tion; 2 patients died, 1 of intractable congestive heart 
failure and another of a fresh myocardial infarction. 
Some swelling of one or both legs developed in most 
patients. When unilateral, it frequently affected the 
leg previously involved. The patients were followed 
up from 6 months to 7 years and all complained of 
some swelling of the ankles and a tired feeling in the 
legs at the end of the day. Both symptoms subsided 
after rest, could be controlled by bandages, and were 
not severe enough to interfere with normal activities. 
Varicosities developed in 2 patients and 2 had ulcera- 
tions which in 1 responded to a regimen of conserv- 
ative therapy. 

The authors conclude that inferior vena caval liga- 
tion seems to be the most rational and most effective 
method of treatment of pulmonary embolization. 
Postoperative sequelae can be reduced to a minimum 
by proper care, and in this series all survivors returned 
to a normal way of life with minor inconvenience, 
except for the 2 patients with ulceration. 

— Albert M. Schwartz, M.D. 


Venous Stasis in the Lower Extremities. Ancus D, 
MaLacuuin, Joun A. MoLacuiin, THomas A. Jory, 
and Epwarp G. Rawtuine. Ann. Surg., 1960, 152: 678, 


VENOUS STASIS was studied in normal human lower 
extremities during intravenous pyelography. Cine. 
roentgenographic and rapid casette changer tech. 
niques were used. Stasis in valve pockets and venous 
saccules was very evident and supported the authors’ 
views that it was in large part responsible for the 
origin of thrombi in these areas. Stasis time was 
longer with advancing age. Fifteen degrees elevation 
of the foot of the roentgen ray table markedly re- 
duced this stasis and was more effective than vigor- 
ous voluntary contractions of the thigh and calf 
muscles with the body and lower extremities horizon- 
tal. This suggested that 15 degrees elevation of the 
foot of the operating room table and recovery room 
bed was the simplest and perhaps most effective single 
measure against that lethal sequence of stasis, throm- 
bosis, and embolism beginning with an operative 
procedure. —RHarold Laufman, M.D. 


Conservative Treatment of Varicose Veins (Beitrag 
zur konservativen Behandlung von Krampfadern), 
H. Sturm. Miinch. med. Wschr., 1960, 102: 1690. 


THE AUTHOR REPORTS the increasing incidence of con- 
nective tissue diseases, especially of the leg vessels. The 
many conservative therapeutic measures are dis- 
cussed and compared. The use of a new stocking is 
advocated. It is woven by a special technique using 
synthetic fibers and seems to be a valuable additional 
tool in the treatment of varicose veins and their side 
effects. It is considered to be equivalent to a rubber 
stocking and does not impair the movement of the 
leg. 

Subjectively, all of the patients felt much improved 
during the short period of study. 
—Hans 7. Schweizer, M.D. 


Surgical Aspects of Varicose Veins in Pregnancy. 
Haro.tp Dopp. Proc. R. Soc. M., Lond., 1960, 53: 835. 


Dopp’s KNOWLEDGE OF ANATOMY has allowed him to 
treat without ill event 67 pregnant women for severe 
varicosis. Operation is indicated when relief cannot 
be had from wearing elastic supports to the legs and 
vulva, when the patient must persist at her tasks but 
is incapacitated by her symptoms, and if she is not 
more than 30 weeks pregnant. The uncertainty of in- 
jection therapy and the risks of spreading thrombosis 
are reasons to avoid it. 

Operations for correction of saphenous varicosis 
usually simply interrupt the long and the lesser sa- 
phenous veins at their upper ends. Vulvar varices may 
fill from one or all of three sources. The superficial and 
deep external pudic veins of the saphenous systems 
are controlled by high ligation of the saphenous. The 
veins of the round ligament may be removed by ex- 
cising them with the ligament from the inguinal canal. 
The pudendal and gluteal tributaries of the internal 
iliac vein may be approached through an incision at 
the edge of the gluteal maximus muscle. Digital 
pressure and the proper application of tourniquets 
when the patient is supine will show the surgeon the 
origins of the vulvar varices as they fill when the pa- 
tient stands. —Leonard D. Rosenman, M.D. 
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Discussion on the Treatment of Varicose Veins in 
Pregnancy, Pathology and Incidence. H. Paytinc 
Wricut. Proc. R. Soc. M., Lond., 1960, 53: 833. 


WricHT’s DATA drawn from a study of 686 pregnant 
women with varicose veins show that the condition 
usually antedates pregnancy and that it becomes 
worse during the middle trimester. He believes that 
the incidence of varicosis in 9 per cent of pregnant 
women at the University College Hospital in London, 
England is lower than that found by other observers, 
who find it in upwards of 14 per cent of their patients. 

Twenty per cent of his patients had varices of the 
vulva, almost always associated with varices in the 
legs. Thrombophlebitic complications developed in 
about 10 per cent of his 686 patients and 5 of those 
had pulmonary embolisms. All survived. 

—Leonard D. Rosenman, M.D. 


BLOOD AND TRANSFUSIONS 


Enzymes and Blood Clotting—I, Trypsin as an Ac- 
cessory Factor. Joun H. Fercuson, Etta Gray WIL- 
son, SoTirios G. IATRipIs, HERMAN A. RierRson, and 
Betty R. Jounsron. 7. Clin. Invest., 1960, 39: 1942. 


THE EFFECTS of trypsin on many of the factors and 
phases involved in the coagulation of blood are such 
that it is an accelerator. This effect does not require 
factors VIII or LX or the Hageman factor but does 
require factors V, VII, and X and the presence of 
calcium ions and a tissue-thromboplastin generator, 
cephalin. Factors VII and X seem to promote the 
accelerative effects of trypsin as well as being necessary 
to the reaction. —Leonard D. Rosenman, M.D. 


Thrombolysis: a New Therapy for Thromboembolic 
Diseases (Thrombolyse: Eine neue Therapie Throm- 
boembolischer Erkrankungen). F. K. BELLER and 
W. Nace. Med. Welt, 1960, p. 1863. 


UNTIL THE PRESENT, the treatment of thromboembolic 
processes was aimed solely at the prevention of both 
the growth of existing thrombi and the formation of 
new. Progress in the field of fibrinolysin research has 
made therapeutic thrombolysis feasible. 

The authors review briefly the present knowledge of 
fibrinolysis and streptokinase activating mechanisms. 

Streptokinase preparations are usable for intra- 
venous injection only without streptodornase con- 
tamination. Such highly purified streptokinase has 
been used in cases of phlebothrombosis and myo- 
cardial infarction. The contaminated products have 
yielded good results in the treatment of empyema, 
hematomas, and hemothorax. 

The latest research results are discussed. The side 
effects are listed and the future of the field is critically 
outlined. An extensive bibliography is included. 

—Hans }. Schweizer, M.D. 


Status of Human Plasma as a Plasma Volume Expand- 
er. Haron F, Hamat. 7. Am. M. Ass., 1960, 174: 1617. 


Tue use of ultraviolet irradiation as a means of de- 
stroying the hepatitis agent in pooled plasma or serum 
has been advocated but has been shown to be inef- 
fective. Numerous methods were and still are being 
investigated to mitigate the risk of administering 
pooled plasma. The use of chemicals has been 
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studied. The heating of plasma and plasma products 
for 10 hours at 60 degrees C. has been proposed and it 
is believed that this technique destroys the capacity 
to transmit homologous serum jaundice. Because of 
the deleterious effect of this amount of heat on the 
fibrinogen and heavier globulins of whole plasma, 
removal of these proteins as well as those which inter- 
act at 60 degrees C. to form antigens by partial frac- 
tionation by the cold ethanol, the ammonium sulfate, 
the exchange resin, or other methods was necessary 
before obtaining a product which would withstand 
heating for 10 hours at 60 degrees C. and still be suit- 
able for consideration as a plasma expander. Another 
method for safeguarding pooled plasma has been the 
so-called “‘shelf-storing” method. It has been found 
that storage of liquid plasma at temperatures from 31 
to 32 degrees C. for 6 months renders it safe from 
homologous serum jaundice. 

The author discusses the problem of what to do 
with the stockpiles of pooled ultraviolet irradiated 
dried plasma, much of which is now outdated. At the 
present time this is being processed to serum albumin 
which in itself is a good, safe, and effective plasma 
expander. 

The author then discusses the problem of meeting 
an emergency situation with natural plasma expand- 
ers for treatment of resulting casualties from conflicts. 
The first possibility is to use serum albumin, which 
stockpile is being increased by the processing of out- 
dated plasma. The second is the plasma product 
which is manufactured and sold commercially. This 
is not being stockpiled at present because of the lack 
of data regarding its storage shelf life. The third possi- 
bility is the whole pooled plasma stored in the liquid 
state according to the concepts of J. Garrott Allen. 
One problem of this latter method is the deterioration 
of certain products in the plasma, but these changes 
can be reduced by drying the plasma after it has been 
rendered incapable of transmitting serum hepatitis 
by storing under the conditions described. 

The author then mentions briefly the use of sus- 
pended red blood cells rather than whole blood for 
transfusions and the recent use of synthetic polypep- 
tides which show promise of becoming good plasma 
substitutes. Another possibility investigated is the use 
of animal plasma or serum albumin, but at the pres- 
ent time this is not thought to be practical. 

Combining the methods developed for processing 
safe plasma with the use of developments in transfu- 
sion equipment has a potential for making an appre- 
ciable quantity of safe plasma available for use in 
military as well as civilian installations. Once under 
way, a program of this kind probably could be ex- 
panded to meet most of the demands of future armed 
conflicts or other national emergency, or could be 
used to build a stockpile of safe plasma for future use. 

—Donald M. Clough, M.D. 


Human Albumin in Exchange Transfusion. W. H. 
KitcHEN, VERA I. KrigGerR, and MARGERY A. SMITH. 
J. Pediat., S. Louis, 1960, 57: 876. 


OrtTHopox exchange transfusion for erythroblastosis 
fetalis readily removes sensitized erythrocytes, but 
large amounts of bilirubin remain in the infant be- 
cause of its distribution in plasma, tissue fluid, and 
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cells. Any method of increasing bilirubin removal or 
reducing the need for re-exchange demands serious 
and urgent consideration. 

In the present study, 20 infants with erythroblastosis 
fetalis were studied. In 10, salt poor concentrated 
serum albumin was introduced into the exchange 
medium. There was a striking improvement in ex- 
traction of bilirubin in the albumin treated infants. 
These strikingly improved results may be explained 
in two ways. The first possibility is that human al- 
bumin exerts an osmotic effect, expanding the plasma 
volume at the expense of tissue water, but in practice 
no elevation of venous pressure or wide variation in 
hematocrit value was observed. The second and more 
likely explanation is rapid diffusion of bilirubin into 
the circulation when large numbers of binding sites 
are made available by the addition of intravascular 
albumin. 

In the group treated with albumin, 12.5 gm. of salt 
poor concentrated human albumin were used at the 
beginning of the exchange and a further 12.5 gm. 
were introduced when the exchange was half com- 
pleted. In the control group, 220 ml. of blood per 
kgm. of body weight were exchanged, while in the 
albumin treated series the total volume of fluid—al- 
bumin plus blood—was also 220 ml. 

Severe anemia and cardiac failure are the only 
contraindications to the use of albumin. In these in- 
fants, erythrocytes are the urgent need. Jaundice is not 
the immediate problem, and the introduction of a 
potential volume expander in the form of concentrated 
human albumin may be dangerous. There was no 
evidence of cardiac failure in any of the babies treated 
with albumin. No deaths occurred among any of the 
babies in either the albumin treated or control 
groups, although several were severely affected. 

—Lloyd D. MacLean, M.D. 


An Evaluation of Blood Transfusion Practices on a 
Surgical Service. Joun H. Morton. N. England 
J. M., 1960, 263: 1285. 


THIs ARTICLE is a retrospective study of all patients re- 
ceiving whole blood transfusions during an 8 month 
period on the surgical service at the University of 
Rochester Medical Center, Rochester, New York. 
Pertinent reports from other clinics are reviewed. 

Particular attention was paid to the adult patient 
receiving a single transfusion of 500 ml. of blood. 
These single unit transfusions were classified as con- 
servative, reasonable, questionable, or unnecessary, 
and the criteria for the classification were enumerated. 
Transfusions were deemed unnecessary when there 
was not valid suggestion of hypovolemia or circulatory 
instability. 

During the period of study there were 475 blood 
transfusions administered to adults, 169 or 36 per cent 
of the total group receiving a single unit transfusion. 
Of the single unit group only 28 per cent were consid- 
ered to be conservative or reasonable whereas at least 
34 per cent and perhaps 72 per cent might have been 
omitted. Transfusion reactions occurred in 2.2 per 
cent of all transfusions given, with 2 cases of homolo- 


gous-serum hepatitis each of which occurred in pa- 
tients receiving numerous units of blood. Nearly half 
of the total reactions resulted from single unit transfu- 
sions. Transfusion was considered reasonable in only 
one in five of single unit reactions. 

It is pointed out that two valid indications for blood 
transfusion are to restore or maintain a stable circy- 
lating blood volume and to improve the oxygen 
carrying capacity of the blood in treating acute 
hypoxia. Major surgery per se is not a reason to trans- 
fuse and the evidence available does not warrant ad- 
ministration of whole blood to promote wound heal- 
ing, to supply proteins or calories, or to correct a low 
hemoglobin level per se. Laboratory error is a possible 
source of low hemoglobin. Patients anemic prior to 
elective surgery are usually suffering from iron defi- 
ciency states and should have their anemia investi- 
gated and appropriate iron therapy administered 
rather than be given a transfusion. 

It is estimated that approximately 3,000 persons die 
yearly in this country as a result of 3,500,000 blood 
transfusions; and that 3 to 6 per cent of potential 
donors are capable of transmitting the hepatitis virus. 
Hepatitis is more common after multiple transfusions 
but may occur after single unit transfusions. Other po- 
tential problems reported include: serious elevation of 
serum potassium with resultant cardiac arrest, cir- 
culatory overloading, septicemia after administration 
of blood with massive bacterial contamination, or air 
embolism if pressure transfusion is injudiciously em- 
ployed. Transfusion may cause sensitization making 
future transfusions difficult and, because of isoimmu- 
nization, a woman may produce an erythroblastotic 
infant. 

Blood should not be withheld when the indication 
for its use is clear cut, but the importance of careful 
consideration before a transfusion is emphasized. 

—Patrick F. Jewell, M.D. 


Maintenance and Implementation of Standards Re- 
uired in the Operation of a Safe Blood Transfusion 
ervice. FRANK R. Camp, Jr. Mil. Med., 1960, 125: 

676. 


ONE OF THE IMPORTANT functions of the blood bank 
director is the maintenance and implementation of 
high standards which will provide safe blood for 
patients. Two guidelines are suggested and discussed 
by the author. 

Maintenance of standards is related to imple- 
mentation, stress being placed on the importance of 
100 per cent co-operation. Transfusion service records 
are recommended as a means of maintaining both 
standards and quality control. The human element 
(team spirit) is discussed. 

The methods of implementation suggested are: (a) 
directives, (b) training program, and (c) transfusion 
service records. 

The problems encountered daily in the blood bank 
are discussed with emphasis on factors contributing to 
high standards and efficiency based on past ex- 
periences in military blood banks. 

— John 7. Maloney, M.D. 





SURGICAL MANAGEMENT 


PREOPERATIVE AND POSTOPERATIVE CARE 


Cardiac Arrest Treated by Elevation of the Limbs 
for 15 Seconds. W. W. Woopwarp. Lancet, Lond., 
1960, 2: 1120. 


SEVERAL YEARS AGO the author observed that eleva- 
tion of the limbs of a patient with cardiac arrest would 
fill the heart with blood and restart beating. This ob- 
servation has since been confirmed clinically and has 
also been tested experimentally. In addition, the 
effectiveness of this method was observed directly in 
patients with the chest open. Four cases are reported 
in each of which the peripheral pulse was restored 
within 15 seconds after cardiac arrest by raising into 
vertical position either the legs alone or all four limbs. 
—Benjamin G. P. Shafiroff, M.D. 


Postoperative Massive Collapse of the Lungs. Joxun 
G. RAFFENSPERGER, W. G. DirFENBAUGH, and E, LEE 
Srroui. J. Am. M., Ass., 1960, 174: 1386. 


THE AUTHORS REPORT on 2 patients who after pro- 
longed operations at Cook County Hospital, Chicago, 
Illinois, to correct esophageal obstruction died in the 
immediate postoperative period of massive collapse of 
the lungs. Postmortem examination failed to reveal 
the usual causes of atelectasis, such as retained bron- 
chial secretions, obstruction, or pulmonary com- 
pression. The authors are of the opinion that the com- 
bined factors of prolonged anesthesia with depressing 
drugs and hypoventilation, the rapid absorption of 
highly diffusible gases, i.e., oxygen, nitrous oxide, or 
carbon dioxide, at the termination of the anesthesia, 
bronchospasm, and pulmonary vasodilatation sec- 
ondary to vagus nerve reflexes combine to produce 
this syndrome. 

To prevent this catastrophe, the authors advise 
hyperventilation with room air to displace rapidly 
absorbed gases from the lungs, repeated doses of atro- 
pine during operation, and prophylactic use of tracheot- 
omy and a mechanical respirator such as the Mérch 
type in certain selected patients who show symptoms 
of hypoventilation in the immediate postoperative 
period. —John 7. Hudock, M.D. 


The Role of Antimicrobial Agents in 130 Surgical 
Procedures Performed on the Colon. ANDREW J. 
McApams, Dis. Colon & Rectum, 1960, 3: 497. 


THE AUTHOR has evaluated the effect of various anti- 
microbial regimens on postoperative complications 
that follow operations on the colon and the effect of 
these agents on cultures taken from the colon at the 
time of operation. Four groups were studied. Group 1 
patients were given neomycin 7 gm. and bacitracin 
70,000 units in divided doses preoperatively. In group 
2, sulfathalidine 1.5 gm. 4 times daily to a total of 24 
gm. and streptomycin 0.5 gm. 4 times daily for a total 
of 4 gm. were administered. In group 3, sulfathalidine 
and neomycin were given in combination, and the 
group 4 patients were prepared with doses of sulfa- 
thalidine alone. 


A combination of neomycin and bacitracin caused 
severe diarrhea in 5 of the first 7 patients studied. 
There were no differences in the colon cultures taken 
from those in whom diarrhea developed and from 
those who did not have diarrhea. The combination of 
sulfathalidine and neomycin caused postoperative 
diarrhea in 4 of 81 patients treated. The combination 
of streptomycin and sulfathalidine caused diarrhea in 
2 of 25 patients in the postoperative period. When 
sulfathalidine was used alone, no postoperative 
diarrhea occurred; however, the highest incidence of 
abscess formation, in 2 of 15 patients, appeared in 
this group. The colon cultures in the cases complicated 
by infection at the incision did not differ from those in 
the uncomplicated cases. 

The author concludes that sterilization of the colon 
is not essential to good results after operations on the 
colon. With suppression of coliform organisms, pseu- 
domonas and proteus organisms tend to become 
pathogenic, alone or in combination with others. 
Some organisms sensitive in vitro to certain antibiotic 
agents given as a means of prophylaxis were shown to 
have resistance in vivo capable of causing complica- 
tions postoperatively. —Lloyd D. MacLean, M.D. 


The Case for Abandoning the Trendelenbur 
tion in Pelvic Surgery. Joun Swain. Med. 
tralia, 1960, 2: 536. 


THE AUTHOR STATES that there are many complica- 
tions from use of the Trendelenburg position. The full 
weight of the abdominal viscera falls on the dia- 
phragm, which moves inadequately or not at all if 
relaxants are used. This lack of motion results in poor 
aeration of the lower lobes of the lungs and predis- 
poses to postoperative lobar collapse and pneumonia. 
The dynamics of circulation are upset, resulting in 
venous stasis in the upper portion of the body. If the 
patient is correctly positioned so that the knee joint is 
over the break in the table, there should be no pres- 
sure on the calves from the bottom tilted leaf of the 
operating table. This ideal is not always obtained, 
and even if all is correct when the operation com- 
mences, there is frequently some sliding of the patient 
down the incline, owing either to the shoulder rests 
being insecure or to the patient’s shoulders settling 
more firmly into these rests. It requires 1 inch of 
movement to cause pressure on the calf veins, with a 
resultant stasis which predisposes to later thrombosis 
and embolism. 

Nerve pareses in the upper limb more commonly 
follow the use of the Trendelenburg position than any 
other operative position. These are caused by pressure 
on the brachial plexus and its branches by incorrectly 
placed and secured shou'der rests. 

Late shock is another complication. Its cause is ob- 
scure, but the author thinks it is due to the strain of 
cardiorespiratory dysfunction set up during operation 
in this position. 

This article does not illustrate Trendelenburg’s 
views as being incorrect but stresses the fact that, with 
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the continuous advance in new drugs and new tech- 

niques, a method that was highly successful 80 years 

ago, even 15 years ago, could today be obsolete. 
—Ely Elliott Lazarus, M.D. 


WOUNDS AND THERMAL INJURIES 


The Effects of Cytoxan on Wound Healing. Joun D. 
Desprez and Currorp L. Krenn. Plastic & Reconstr. 
Surg., 1960, 26: 301. 


CytToxan, like nitrogen mustard, is an alkylating 
agent. Reduction in wound tensile strength has been 
observed by some investigators when nitrogen 
mustard and similar compounds were administered, 
but these findings were not confirmed by others. 
Pisesky and associates observed a counteracting 
effect of nilevar on delayed wound healing and re- 
duction of tensile strength produced by the adminis- 
tration of thio-TEPA. 

This study was stimulated by the need for urgent 
surgical treatment in a patient requiring excision of a 
lesion of the scalp and a split-thickness skin graft at a 
time when he was concurrently receiving cytoxan. 
The investigation was carried out on mice and studied 
the effects of cytoxan on primary wounds, skin auto- 
grafts, and granulating wounds. 

The systemic effects of weight loss and leukopenia 
as well as mortality were directly and proportionately 
related to the amount and duration of administration 
of cytoxan. Although the primary wound tensile 
strength was diminished with increasing doses and 
prolonged administration of cytoxan, the primary 
wounds did heal. Cytoxan does not significantly alter 
the takes of the skin grafts. It does retard the exudative 
inflammatory response, formation of granulation 
tissue, and contracture in the granulating wound. The 
proliferating epithelial cells show a suggestion of im- 
maturity. 

Nilevar was found to exert a definitely protective 
action against the systemic effects of cytoxan in pre- 
venting weight loss and increasing the amount of 
dosage tolerated before the minimal lethal dose was 
arrived at. It had only a mild effect on local wound 
reaction. —Carl Schiller, M.D. 


Studies on Burns—VI, Bacteriology. GuNNAR BirkKE, 
Sten-Orto LiLjEDAHL, and KrisTINA WICKMAN. Acta 
chir. scand., 1960, Suppl. 259. 


THE AUTHORS studied 285 burned patients with 120 
medium-sized and extensive burns treated at the Burns 
Unit, Department of Plastic Surgery, Karolinska 
Sjukhuset, Stockholm, Sweden, between the years 
1954 and 1958. 

Local treatment of the burns as a rule consisted of 
the exposure method during the first week. Burned 
areas were cleansed with 0.1 per cent benzethone chlo- 
ride solution and exposed at a room temperature of 
20 degrees C. Necrotic areas were excised in third 
degree burns, closed dressings were applied, and sub- 
sequent grafting was carried out. Burns of the hand 
were treated by closed-dressing methods. From 1954 
to 1955 jelonet compresses were used, and from 1956 
to 1958 0.2 per cent nitrofural compresses were used. 

From 1954 to 1955 penicillin or penicillin with 
streptomycin was given routinely. During the period 


from 1955 to 1958 antibiotic agents were given on the 
basis of bacteriologic examinations and sensitivity tests 
as far as was practicable. 

Patients with medium and extensive burns were jso- 
lated in single bedrooms where personnel always wore 
masks, gowns, and boots. All dressings were carried 
out under strict aseptic conditions. 

Bacteriologicexaminations of wound secretions from 
several sites were made every other day for the first 
week and then at weekly intervals until healing oc- 
curred. Specimens were examined from the Nose, 
throat, and anus weekly. Blood and urine cultures were 
made on suspicion of urinary tract infection or sepsis, 

B-hemolytic streptococci, Staphylococcus aureus, 
coli-aerogenes, pyocyaneus, and proteus were the most 
important bacteria isolated from the wounds. Initially, 
bacterial growth was sparse, but after a few days the 
incidence of bacteria rose, and many times several 
types were present. The incidence of B-hemolytic 
streptococci and of the coli-aerogenes group fell after 
an initial peak, whereas Staphylococcus aureus, pyo- 
cyaneus, and proteus showed a rising tendency up to 
30 days after the burn. Staphylococcus aureus was re- 
garded as the most refractory organism found in severe 
burns. 

Small burns became infected in 25 per cent of cases 
in the early years of this study, and the figure fell to 
12 per cent in later years. Medium and extensive burns 
were infected in 80 per cent of cases in the first 2 years 
of this study, which figure fell to 40 per cent in the 
last 3 years. B-hemolytic streptococci was responsible 
for delayed wound healing. 

Local therapy with antibiotics had no influence on 
the bacterial flora or healing, whereas systemic treat- 
ment with large doses of antibiotics after sensitivity 
tests led to a reduction of the bacterial flora. Prophy- 
lactic penicillin treatment is not advised, because of 
the high incidence of penicillinase-producing strains 
of Staphylococcus aureus, and use of tetracyclines is 
advised, as they are also effective against streptococci 
as well. 

Immune biologic reactions studied by antistreptol- 
ysin, antistaphylolysin titers, and serum proteins in- 
dicate that bacterial infection in extensive burns 
causes long-lasting and profound immune biologic 
disturbances. — John F. Hudock, M.D. 


Parenteral Fluid Therapy of Burns. J. FREDERICK 
EAGLE, JR., WORTHINGTON G. SCHENCK, JR., and 
Watton Sum. 7. Am. M. Ass., 1960, 174: 1589. 


THE AUTHORS DESCRIBE a type of parenteral fluid 
therapy which has been used for the management of 
all burned patients admitted to the Meyer Memorial 
Hospital, Buffalo, New York for the past 6 years and 
to St. Luke’s Hospital, New York, New York for the 
past 4 years. 

A solution which contains 5 per cent glucose, 0.66 
per cent sodium chloride, and 2 per cent protein is 
used exclusively, and only the rate of administration 
is changed to accommodate the size of the patient 
and the extent of the burns. The composition of the 
solution was based on a consideration of the compo- 
sition of previously used formulas in addition to the 
ease of making a solution with readily available ma- 
terial. One unit of plasma mixed with 1 unit of 5 per 





cent dextrose in water and 1 unit of 5 per cent dex- 
trose in saline achieves the desired concentrations of 
rotein and electrolytes. 

The fact that water, salt, and protein are con- 
tinually replaced in approximately the same pro- 
portions and at the same rate at which they are being 
lost has been of great value in the management of 28 
patients whose burns have exceeded 15 per cent of 
the body surface area. 

The use of this solution is described in this report. 
The authors admit that the regimen they describe 
has not influenced the over-all mortality. Extensively 
burned patients as well as elderly patients with lesser 
burns have succumbed from infection, pneumonia, 
inanition, and other pre-existing diseases which 
might not have been otherwise lethal had the patient 
not been burned. Their results suggest, however, that 
this regimen will lower the mortality during the first 
48 hours, since only 1 death occurred during this 
period in the reported series. 

The authors describe an initial rate of infusion for 
adults of 20 c.c./hour for each percentage point of 
body surface burns. If the onset of treatment must be 
delayed, the starting rate should be increased so that 
the patient will have received 160 c.c. per percent- 
age of body burned 8 hours after the burn. Starting 
rates for children must be calculated according to 
weight and surface area. After adequate urinary 
flow is established, the infusion rate is gradually re- 
duced according to the rate of the production of 
urine. — Orville F. Grimes, M.D. 


INFECTIONS AND ANTIBIOTICS 


Chemotherapeutic Studies on a New Antibiotic, 
BRL1241. D. M. Brown and P. Acrep. Lancet, 
Lond., 1960, 2: 568. 


Tue Toxiciry of BRL1241 was tested in mice, rats, 
dogs, guinea pigs, and rabbits and no biochemical, 
hematologic, or histologic abnormalities were noted 
as a result. 

The blood levels in rabbits and dogs after intra- 
muscular injection resembled those after the injection 
of penicillin G. 

The activity of BRL1241 was compared with the 
activity of penicillin G, using the infected thigh tech- 
nique of Selbie and O’Grady in mice. Penicillin G is 
completely inactive against the resistant strains of 
staphylococci but more effective than BRL1241 
against the sensitive strains. Although BRL1241 is not 
as effective as penicillin G against sensitive strains of 
staphylococci, its activity is still considerable. 

BRL1241 does not combine with serum protein to 
the same degrees as does penicillin G; however, this 
does not seem to influence the cross-allergenic re- 
sponse in patients already sensitive to peuicillin. 

— John H. Davis, M.D. 


Bacteriologic Studies on a New Penicillin, BRL1241. 
G. N. Rouinson, SHirRLey STEvEns, F. R. BATCHELOR, 
J. Cameron Woop, and E. B. Cuain. Lancet, Lond., 
1960, 2: 564. 


BRL1241 1s A NEW PENICILLIN prepared from 6 
aminopenicillanic acid. Unlike penicillin G and V, 
this penicillin is stable to staphylococcal penicillinase 
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and is active against the penicillinase-producing, 
penicillin-resistant staphylococci. 

All of the cultures of Staphylococcus pyogenes 
tested were found to be sensitive to BRL1241 in con- 
centrations of 1.25 to 2.5 mcgm./ml. The sensitivity 
was found regardless of resistance of the strains to 
penicillin G and to other antibiotics. BRL1241 is 
bactericidal at concentrations only slightly higher 
than the minimum inhibitory concentrations and its 
activity is found not to be diminished in the presence 
of serum. 

Resistance to BRL1241 could be slowly obtained 
in vitro when the bacteria were subcultured in broth 
containing the antibiotic, but no instance of this ap- 
peared to have occurred in vivo. There has been no 
instance of a naturally occurring resistant strain hav- 
ing been found to date. 

It is of interest that although this compound is 
stable to staphylococcal penicillinase it is inactivated 
by Bacillus cereus penicillinase. 

— John H. Davis, M.D. 


Clinical and Laboratory Studies of Alpha-Phenoxy- 
ethyl Penicillin. Donato T. Varca, Frances Fos- 
TER, and ArTHUR C. Wuirte. Am. 7. M. Sc., 1960, 
240: 579. 


Or 98 strains of staphylococci tested, 79 per cent were 
susceptible to alpha-phenoxyethy] penicillin, syncil- 
lin. Only 44 per cent of the same strains were suscepti- 
ble to penicillin G and only 42 per cent sensitive to 
penicillin V in the same concentrations. The greater 
effectiveness of alpha-phenoxyethyl penicillin was 
mainly due to its action against staphylococcal strains 
lysed by phages 80/81. All 3 penicillins were about 
equal in their actual bacteriocidal action against the 
staphylcocci. 

In patients, alpha-phenoxyethy! penicillin diffused 
into ascitic and pleural fluids in effective concentra- 
tions in 3 hours. No penicillin diffused into uninflamed 
cerebrospinal fluid. 

Twenty patients seriously ill with pneumococcal 
pneumonia each received daily oral doses of 1.0 to 1.5 
gm. of alpha-phenoxyethyl penicillin. The rectal 
temperature fell to below 100 degrees C. within 48 
hours in 15 patients. Three more patients responded 
within 2 to 5 days. One patient responded subse- 
quently to tetracycline. In 1 patient a severe skin rash 
developed and death later occurred from staphylococ- 
cal pneumonia and pneumococcal endocarditis. In 
these cases and in the treatment of 20 other patients 
with miscellaneous infectious diseases alpha-phen- 
oxyethyl penicillin given orally appeared to be as effec- 
tive as parenteral penicillin G. A pruritic skin rash 
developed in 2 of 40 patients. 

—Stanley W. Tuell, M.D. 


Some Notes About a New Synthetic Penicillin for 
Staphylococcal Disease. Paut A. Bunn, RutH Knicurt, 
and Jutra AmsBerc. N. York State 7. M., 1960, 60: 
3074. 


SEVERAL ASPECTs of a new synthetic penicillin, (x- 
1497; 2, 6, dimethoxyphenylpenicillin, monohydrate; 
staphcillin), have been investigated at the State Uni- 
versity of New York Ups:ate Medical Center, Syra- 
cuse, New York. 
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Peak serum levels of the antibiotic are attained 
within 1 hour after its parenteral injection. A daily 
regimen of 1.5 to 2 gm. given every 4 to 5 hours 
results in serum concentration of at least 6 mcgm. per 
ml. for the vast majority of hours. Theoretically this 
concentration is sufficient to combat virtually all 
strains of staphylococci. The synthetic penicillin ap- 
pears in cord blood, pleural fluid, and peritoneal fluid 
in approximately the same degree as in blood. There 
is a significant blood-brain barrier in normal adults. 

The choice of diluting fluid is crucial in any method 
of assaying synthetic penicillin in body fluids. Normal 
serum is an ideal diluting fluid but may be imprac- 
ticable for routine use. A solution of 1.75 per cent 
bovine albumin in buffer adjusted to pH 7.35 has been 
found suitable. Albumin with 5 per cent gel is also 
satisfactory. 

In vitro growth curves were tested with two strains 
of staphylococci. One strain was known to be sensitive 
to penicillin. The second strain was resistant to more 
than 60 mcgm. of penicillin G per ml. After the addi- 
tion of 9 mcgm. of synthetic penicillin per ml., 99 per 
cent of both strains were killed after 24 and 48 hours’ 
incubation. Tests were made with the addition of 
commercial penicillinase. Neutralization of the syn- 
thetic penicillin’s antibacterial activity occurred only 
when excess amounts of penicillinase were added. 

Twenty patients with acute bacterial infections, 16 
resistant to penicillin G, were treated with 5 to 10 
gm. of synthetic penicillin daily given in parenteral 
doses of 1 to 2 gm. every 4 hours. Bacteriologic re- 
sponse was satisfactory in 19 although death occurred 
in several patients from morbid associated disease. 
One patient known to be extremely allergic to peni- 
cillin G was treated without reaction to the synthetic 
penicillin. In the short period of these studies bac- 
terial resistance did not occur. 

It is possible that, in the future, bacterial strains 
may emerge which are capable of producing larger 
amounts of penicillinase which would be sufficient to 
overcome the presently observed penicillinase-by- 
passing activity of synthetic penicillin. 

—Lockert B. Mason, M.D. 


Furaltadone. Witt1am R. McCase, Joun C. Davis, 
Burton R. ANDERSEN, and GEorGE GEE JACKSON. WV. 
England 7. M., 1960, 263: 927. 


FURALTADONE, a nitrofuran compound observed to be 
inhibitory and bactericidal in vitro for staphylococci 
and not rapidly excreted in the urine, was studied in 
the treatment of 28 patients with moderate and severe 
staphylococcal infections at the Research and Educa- 
tional Hospital at the University of Illinois College of 
Medicine, Chicago, Illinois. 

The infecting strains were studied for sensitivity to 
furaltadone, and serum was studied for concentra- 
tions of the drug during treatment with different regi- 
mens. Of the 28 patients, 20 were treated with oral 
and 8 with intravenous administration. Eight or 29 
per cent responded to treatment; 20 or 71 per cent 
failed to respond. Of 6 patients with pneumonia, 5 
failed to respond, and 4 of 11 patients, 36 per cent, 
with septicemia responded to treatment. However, a 
45 per cent fatality rate and a 20 per cent relapse rate 
among this group represents no improvement in the 


treatment of staphylococcal bacteremia as compared 
with previous experience at this hospital. Toxic effects 
including nausea, vomiting, eosinophilia, skin rash, 
azotemia, acquired hypersensitivity, and neutropenia 
were noted. 

Less than 6 per cent of all serum specimens collected 
during treatment had inhibitory concentrations for 90 
per cent of the strains of staphylococci. Based on this 
study the authors conclude that the use of furaltadone 
for serious staphylococcal infections in man does not 
seem justifiable as the treatment of choice. Before it 
can be recommended with confidence, data on its use 
that will ensure inhibitory concentrations at the site of 
infection without excessive toxicity are necessary. 

—john J. Hudock, M.D. 


Escherichia Coli Substitution in Broad Spectrum 
Antibiotic Therapy (Zur Problem der Coli-Substitu- 
tion bei der Breitband-Antibioticatherapie). H. 
ErcuincEr. Langenbecks Arch. klin. Chir., 1960, 294: 186, 


TETRACYCLINE effectively eliminates Escherichia coli 
in the intestines but there is resultant overgrowth of 
resistant enterococci and Proteus vulgaris. Lethal 
enterocolitis can result, and patients quickly become 
dehydrated and go into shock. By vigorous fluid and 
electrolyte replacement and discontinuance of the 
tetracycline, physicians dealing with antibiotic en- 
terocolitis have tried to restore the bowel flora with 
oral administration of natural cultures of living or- 
ganisms, such as yogurt, which contains Lactobacillus 
acidophilus. 

A manufacturer of biologicals in the Tyrol has de- 
veloped a strain of living, tetracycline-resistant, non- 
pathogenic Escherichia coli which is put up in liquid 
and tablet form. Studies on healthy persons receiving 
tetracycline and these tablets uniformly showed the 
resistant Escherichia coli in the stools. 

The author tested these Escherichia coli tablets on 
4 groups of patients. The first was a group of healthy 
controls who took the tablets alone, 1 tablet 3 times 
daily for 3 days. There were no ill effects. 

The second group was composed of patients on 
tetracycline therapy, in whom diarrhea developed. 
At the first sign of diarrhea the tetracycline was dis- 
continued and the Escherichia coli tablets were started, 
along with general measures to replace dehydration 
and combat shock, if present. There were 14 of these 
patients. The number of stools quickly diminished, 
and in 2 days the patients were much improved. 

In the third group, 14 patients on tetracycline, in 
whom diarrhea developed, were left on the antibiotic, 
but the Escherichia coli tablets were given in addi- 
tion. In this group, too, diarrhea subsided as rapidly 
as in the second group. Apparently one need not dis- 
continue the antibiotic, a helpful therapy if the under- 
lying infection is not yet controlled. 

The fourth group consisted of patients on tetra- 
cycline who were given the Escherichia coli tablets 
with the tetracycline from the start, as prophylactic 
coverage. There were 91 patients in this group, and 
diarrhea developed in only 1, an incidence of 1 per 
cent. Of 357 patients given tetracycline who had not 
received the Escherichia coli tablets from the start, 
there had been 28 cases of diarrhea, in groups 2 and 
3, an incidence of 8 per cent. 





The author believes this Escherichia coli prepara- 
tion is a useful agent either prophylactically or thera- 
peutically along with tetracycline. 

—William B. Gallagher, M.D. 


Prophylactic Postoperative Chemotherapy. Joun J. 
‘ian and Harry S. Goxtpsmitu. NV. England 7. ‘w 
1960, 263: 962. 


Firty PATIENTS undergoing operations by the staff of 
the Boston University surgical service of the Boston 
City Hospital, Boston, Massachusetts were treated 
prophylactically with a full dose of furaltadone. These 
cases were definitely or potentially contaminated and 
included gastric, colon, and biliary tract operations. 

Of these 50 patients, wound infections developed in 
5, 2 being caused by Staphylococcus aureus. When 
these results were compared with previous experience 
on the same surgical service, the authors noted that 
there was no decrease in the wound infection rate. In 
addition, in 4 patients who were receiving this drug, 
pneumonia and urinary tract infection developed that 
was caused by hemolytic staphylococcus against which 
this drug was claimed to be efficacious. 

The authors concluded that furaltadone has no 
prophylactic postoperative value and that its effec- 
tiveness against staphylococcus is questionable. 

—John 7. Hudock, M.D. 


Respiratory Depression with Intraperitoneal Neo- 
mycin, LAwRENCE S. MANN and Myron J. Levin. 
Arch. Surg., 1960, 81: 690. 


PERITONEAL SURFACES absorb neomycin rapidly and 
yield high blood levels. The drug has some neuro- 
toxicity and may cause weakening or paralysis of 
respiration. Few reports of cases of inhibition of 
respiration during or after operations in which neo- 
mycin was instilled into the peritoneum have been 
studies of the respiratory dynamics. 

The authors used a Bennett meter to measure venti- 
lation. In 9 of 28 patients who received 2.0 gm. of neo- 
mycin in 200 c.c. of solution into their abdomens, the 
authors observed significant depression of ventilation. 
No fatalities occurred, because they supported respi- 
ration with a positive pressure apparatus until the 
depressant effects wore off. There may be significance 
to the higher incidence of respiratory depression in 
these patients who received ether and succinylcholine. 
Depression also occurred in 2 patients who received 
cyclopropane. 

The patient who receives neomycin by mouth be- 
fore the operation seems not to be protected against 
the effects of peritoneal absorption. However, there 
was no observable depression of respiration in adult 
patients who received only 1.0 gm. of neomycin in 100 
c.c. of solution. —Leonard D. Rosenman, M.D. 


ANTISEPTIC AND ASEPTIC PROCEDURES 


A Suggested Method for the Control of Staphylococ- 
cal Infections in a Large General Hospital. PETER 
Dineen. Am. 7. Surg., 1960, 100: 534. 


Tue METHOD adopted by the New York Hospital- 
Cornell Medical Center, New York, New York for 
the control of staphylococcal hospital infections is set 
forth. When infections are detected, the organisms 
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are isolated and tested for susceptibility to drugs and 
then phage typed if they are coagulase positive. All 
such infections are then reported to a central clearing 
office. 

All patients with staphylococcal infections are iso- 
lated, when possible, if not from each other, at least 
from patients without staphylococcal infections. 

Mechanical removal of dirt is of the utmost im- 
portance in preventing the formation of reservoirs of 
undesirable bacteria. Regular systematic cleaning of 
all areas is, therefore, necessary. Many cleansing sub- 
stances have been used to maintain a surface that 
will be antagonistic to bacteria. At the present time, 
a new germicide, dibromosalicylbromanilide, has 
been tried for over 1 year at the New York Hospital 
as an additive to the laundry rinse water, as a spray 
for the operating-room, beds, mattresses, and cur- 
tains. This substance has been found to be nontoxic 
and effective. —Frank 7. Milloy, M.D. 


HYPOTHERMIA 


Autogenous Oxygenation with Cardiac Bypass, Hypo- 
thermia, and an Atrioventricular Clamp. Marsu H. 
Hott, Fret Macatarap, and F. Joun Lewis. 7. 
Thorac. Cardiovasc. Surg., 1960, 40: 536. 


A TECHNIQUE is presented which employs autogenous 
oxygenation with rapid cooling and permits a dry 
cardiotomy without interruption of perfusion. This 
system depends upon the use of a clamp which inter- 
rupts blood flow at the atrioventricular level. 

Fifty dogs were subjected to bilateral cardiac by- 
pass after cannulation of the right and left atria, pul- 
monary artery, and femoral artery. The pump by- 
pass units were composed of a Sigmamotor pump and 
an expandable plastic bag reservoir with an attached 
semi-automatic volume control apparatus which per- 
mitted the use of only 60 c.c. of extracorporeal blood. 

After initiation of the cardiac bypass, a specially 
constructed clamp was applied to the base of the heart 
in such a way as to lie within the transverse and 
oblique sinuses and to compress the atria on the atrial 
side of the atrioventricular groove. Complete ven- 
tricular isolation was then accomplished by cross- 
clamping the aorta and occluding the pulmonary 
artery proximal to its contained catheter. 

In 44 experiments the dogs were cooled to 15 de- 
grees C. with a Brown-Sealey blood heat exchanger 
via either the systemic or pulmonic circuits. The re- 
maining 6 experiments were conducted under normo- 
thermic conditions. 

The ventricles were isolated for periods varying 
from 30 minutes to 1 hour and a right ventriculotomy 
was performed in each case. 

Variations in blood study values associated with a 
high mortality rate were found only in the group of 
dogs subjected to 1 hour of ventricular ischemia. 

The 24 hour survival rate in all experiments was 
70 per cent and for 1 week 53 per cent. A 73 per cent 
long term survival rate was obtained in the group 
with a 45 minute period of ventricular isolation. 

Both ventricles, their outlet valves, and coronary 
arteries were rendered dry for open surgical repair, 
while the dog’s own lungs maintained physiologic 
respiration. 





402 International Abstracts of Surgery - April 1961 


ANESTHESIA 


Premedication with Atropine by Mouth. M. C. 
JosEPH and R. J. Vase. Lancet, Lond., 1960, 2: 1060. 


THERE SEEMS to be no record of the oral administra- 
tion of atropine before operation. In children it is es- 
pecially desirable to avoid injection; hence this trial of 
the effect of atropine when given by mouth was con- 
ducted. 

One hundred and forty-seven children aged 3 to 12 
years, randomly selected, were given atropine 0.85 
mgm. by mouth or 0.64 mgm. subcutaneously before 
anesthesia for tonsillectomy. The average interval be- 
tween administration of atropine and induction of 
anesthesia was 95 and 87 minutes for the oral and 
subcutaneous groups, respectively. All patients were 
anesthetized with ether after induction with either 
ethyl chloride or nitrous oxide and oxygen. Excessive 
salivation was uncommon in either group. The aver- 
age size of the pupils was identical in the two groups. 
The mean pulse rate was similar in both groups. It was 
concluded that atropine by mouth is satisfactory for 
premedication. — Mary Frances Poe, M.D. 


Local Anesthesia for Inguinal Herniorrhaphy. A. 
Sootr Earte. Am. 7. Surg., 1960, 100: 782. 


LocaL ANESTHESIA for inguinal herniorrhaphy pos- 
sesses certain advantages, especially for the aged pa- 
tient and the patients who are poor risks for operation. 
Fifty-eight consecutive herniorrhaphies performed un- 
der local anesthesia at the Veterans Administration 
Hospital, West Roxbury, Massachusetts were an- 
alyzed with a consideration of the methods used and 
the results obtained. The patients were men ranging 
in age from 21 to 83 years. The repairs were not 
standardized, Bassini, Cooper ligament, and Halsted 
type operations being performed as indicated. All the 
patients were given premedication. Drugs and dos- 
ages varied with the individual. The same anesthetic 
solution was used for every patient. The solution con- 
sisted of 64 c.c. of a preparation containing 300 mgm. 
xylocaine (0.5 per cent) with 40 mgm. pontocaine 
(0.06 per cent) and 0.3 c.c. epinephrine 1 to 1,000. No 
supplemental inhalation or intravenous anesthesia 
was used. 

The technique of local anesthesia was described and 


diagrammed. Two initial skin wheals were raised, the 
first 1 inch medial to the anterosuperior spine of the 
ilium and the other just medial to the pubic spine. 
Intradermal and subcutaneous infiltration was car. 
ried out between the two skin wheals and along the 
line of the proposed incision. Subfascial infiltration 
was carried out through the initial skin wheals. The 
regional nerve supply and the area about the pubic 
tubercule were thus anesthetized. Anesthesia was ade- 
quate in all cases from both the surgeons’ and the pa- 
tients’ viewpoints. No reactions were encountered sug- 
gestive of drug sensitivity. Vital signs remained stable 
with little change in pulse, blood pressure, or respira- 
tion. Postoperative urinary catheterization was re- 
quired for only 1 of the patients. Other complications 
included a single case of presumed pulmonary atelec- 
tasis and three wound complications. Disadvantages 
include the fact that the patient feels some pain, added 
demands are placed on the operating surgeon, and 
relaxation is lacking. Obesity is only a relative contra- 
indication. 

Experience in the use of local anesthesia is the single 
most important factor for its success. 

—Mary Frances Poe, M.D. 


INSTRUMENTS AND APPARATUS 


A Simple, Inexpensive Pressure Transducer. CuestEr 
— and F. M. Knapp. 7. Appl. Physiol., 1960, 15: 


A SIMPLE APPARATUS is described for converting blood 
pressure to a potentiometer reading in the experimen- 
tal animal. The blood pressure is conveyed via an 
arterial cannula, saline-filled tube, and 3-way stop- 
cock to a mercury manometer, an enlarged segment of 
which is interposed between a parallel fluorescent 4- 
watt light source and a photoelectric cell. The changes 
in the level of the mercury in the manometer permit 
varying amounts of light to reach the photoelectric cell, 
and the output from the cell is carried to a potential 
divider and thence to a suitable recorder. The position 
of the photoelectric cell is adjustable to permit vari- 
ability of the range of pressure under study, and the 
sensitivity of the system is adjusted with the potential 
divider. The apparatus is diagrammed. 
—Stanley W. Tuell, M.D. 





RADIOLOGY 


DIAGNOSTIC ROENTGENOLOGY 


Diagnostic X-Ray Exposures. DonaLp L. McRae. 
Canad. M. Ass. F., 1960, 83: 929. 


Most BIOLOGISTS AND GENETICISTS KNOW of an article 
published some time ago which claims that roentgen- 
ologists have shorter lives than other physicians and 
more often have leukemia, but few know of the sub- 
sequent articles in the roentgenologic literature which 
point out that the material for the first article was im- 
properly selected and that, in fact, the average life 
span of roentgenologists is slightly longer than that of 
the average doctor. 

There is a difference of opinion concerning whether 
or not there is a threshold for the genetic effect of 
radiation. A large segment of the population of Kerala, 
India has been receiving radiation at rates of 1 to 4 
roentgens per year for thousands of years and no 
genetic effects have been discovered in the inhabitants. 
The author believes that this indicates a threshold dose 
of above 5 rem per year, below which radiation has no 
genetic effects. 

In spite of this evidence, the threshold doses for the 
genetic effects of radiation on man and animals are 
not known exactly and, therefore, every effort should 
be made to reduce the exposure of the gonads to radi- 
ation in people under the age of 40. This reduction in- 
cludes eliminating mass survey work, particularly 
those examinations which would include irradiation of 
the abdomen, pre-employment spine roentgenograms, 
and annual roentgenographic examinations of stom- 
ach, gallbladder, and colon, as sometimes performed 
on executives under the age of 40, and routine pelvic 
roentgenography of pregnant women. It should also 
include elimination of all fluoroscopic films in shoe 
stores and fluoroscopic examination of large numbers 
of well babies. 

When examinations are medically indicated, the 
patient’s gonads should be protected by proper coning 
of the roentgen ray beam, by local shielding of the 
gonads when possible, by keeping the part of the pa- 
tient to be roentgenographed as far from the gonads 
as possible, and by reducing the output of diagnostic 
roentgen ray machines to the lowest possible level. 
These are features of good roentgenologic practice 
which lead to better quality films as well as to lower 
doses to the gonads. One point of specific interest is the 
gonadal dose incident to roentgenographic examina- 
tion of the upper teeth. Inasmuch as the beam is 
directed toward the gonads for this examination, the 
dose to the gonads is appreciable and, therefore, young 
patients should have a protective lead apron over the 
abdomen during roentgen ray dental examinations. 

—Lois Cowan Collins, M.D. 


The Roentgen Diagnosis of Eighth Nerve Tumors. 
AtrRED L, Scumirz and SamuEt B, Haveson. Radiol- 
ogy, 1960, 75: 531. 

AcousTIC NEURINOMAS, although histologically benign, 

usually follow a clinically malignant course because 


of their location in a critical area and the fact that 
they are not discovered until they have expanded 
beyond the eighth nerve. They comprise approxi- 
mately 6 per cent of all intracranial neoplasms. 

At the stage at which diagnosis is made, the average 
acoustic neurinoma presents no difficulty, although 
atypical cases do occur which constitute great prob- 
lems. 

The plain roentgenograms show definite changes in 
85 per cent of the cases. Three projections are utilized: 
(a) the Lysholm modification of the Stenvers view, 
(b) the Chamberlain-Towne anteroposterior projec- 
tion, and (c) the basal projection. The techniques 
for roentgenography in these projections are described 
in detail. 

The first change is an erosion of the bony wall of 
the internal meatus, reflecting the direction of the 
growth of the tumor and indicating that these tumors 
tend to expand out of the canal with the greatest 
pressure superiorly and posteriorly, where the bone is 
thinnest, at the outlet. The depth of the canal and 
its lower border are involved much later, and even- 
tually the whole of the meatus and surrounding pet- 
rous bone are destroyed. Some investigators consider 
unilateral erosion or enlargement of the internal audi- 
tory meatus pathognomonic of acoustic neurinomas 
but the authors of this article do not concur with this 
opinion. 

Pneumoencephalography is of definite value since 
the ventricular system of the posterior fossa usually 
fills during this procedure in the presence of acoustic 
neurinoma. The tumor displaces the aqueduct and 
fourth ventricle posteriorly and upward and also pos- 
teriorly to the healthy side. The extracerebral location 
of the tumor can be demonstrated only by a study of 
the cerebellopontine angle cisterns. During pneumo- 
encephalography, after the aqueduct and fourth ven- 
tricle have been demonstrated on right angle projec- 
tions, the patient’s head is extended and 8 c.c. of air 
are rapidly injected to fill the cerebellopontine angle 
cisterns. The findings are reliable enough to enable 
one to establish a diagnosis; the tumor itself may be 
visualized in the Chamberlain-Towne projection by 
the appearance of air over the entire tumor. The 
evaluation of tumor extension into the tentorial slit 
is also discussed. 

Acoustic neurinomas are the most frequent tumors 
occurring at the cerebellopontine angle. There is 
usually a definite chronologic sequence in their his- 
tory—involvement of the eighth nerve, with cochlear, 
vestibular, and trigeminal nerve signs which, com- 
bined with the roentgenographic changes in the bony 
walls of the internal auditory meatus, leads to an 
almost certain diagnosis. 

Although most of the acoustic neurinomas are ad- 
vanced when clinically recognized, with the presently 
available roentgenologic techniques they could be 
diagnosed earlier if clinical suspicion were aroused 
when involvement is limited to the eighth nerve. 

—T. Leucutia, M.D. 
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Vertebral Angiography by the Subclavian Arterial 
Route Beneath the Clavicle (L’angiographie verté- 
brale par voie sous-claviére sous-claviculaire). H. 
PouyANNnE, F. Cartton, P. Leman, M. Gor, and 
Others. Neurochirurgia, Stuttg., 1960, 3: 35. 


THE NEEDLE is passed from the axilla, beneath the 
clavicle, into the subclavian artery. Through this 
needle an arterial catheter is introduced into the 
lumen of the artery and passed upwards and medially 
for a distance of about 1 cm. beyond the point of the 
needle. Through this catheter is introduced the con- 
trast material, an iodinated preparation, vasurix 38, 
or vasurix 25 for children under 10 years of age. The 
patient is placed in dorsal decubitus position and gen- 
eral anesthesia is induced without tracheal intubation, 
which was used in only 1 very young child. 

With use of this method, during the past 7 months, 
50 vertebral angiographic examinations have been 
carried out without the slightest incident which could 
be ascribed to other than faulty technique, except for 
a few days of decreased oscillometric readings on the 
arm employed. 

The failures can undoubtedly be diminished with 
further practice, or the examination can be repeated 
on the same subject without any sort of danger. 

The advantages of this method of examination are 
seen in the quality and contrast of the films procured; 
the vertebral artery is depicted as having a greater 
lumen than expected. This manifestation of absence 
of arteriospasm is explained largely by the prelimi- 
nary medication with ganglioplegics. The method may 
be used on patients of any age, even in hypertensive 
states, without harm and may be repeated as desired. 

It is possible to inject either of the vertebrals, that 
is, the posterior inferior cerebellar arteries, separately, 
an advantage which is not always procured with other 
methods of vertebral angiography. A pneumatic cuff 
is placed around the upper arm to prevent reflux of 
contrast material into the humeral artery. It does not 
seem necessary to block off the carotid artery on the 
side examined, since the shadows cast by this vessel 
are insignificant and do not disturb the assessment of 
the results obtained. 

The authors believe that this harmless technique 
may also be used as an aid in solving the problems of 
neurosurgery, of ear, nose, and throat conditions, and 
of the traumatic and degenerative lesions of the cervi- 
cal vertebral column. —jJohn W. Brennan, M.D. 


Coronary Arteriography (Zur Frage der roentgeno- 
logischen Kontrastdarstellung der Coronar-Arterien). 
HEtGA HA._erBAcu. Langenbecks Arch. klin. Chir., 1960, 
294: 173. 


WITH THE DEVELOPMENT of direct operations on the 
coronary artery, arteriography of these vessels has 
become important. The author reviewed the angio- 
cardiograms made at the Bonn Radiological Clinic, 
Bonn, Germany, and found that of 834, only two 
delineated the coronary arteries. She found that coro- 
nary visualization was so rare because of dilution of 
the intravenously administered dye in the lungs, blur- 
ring due to heart motion, unfavorable projections— 
the lateral and oblique are best—and timing of the 
exposures not corresponding to the proper phase of 
heart action. 


Coronary artery visualization depends on filling the 
aortic bulb with contrast medium; from the venous 
side this filling occurs in systole. However, results 
have been better by retrograde aortography, either 
by direct transthoracic puncture or by passing a 
catheter back through a peripheral artery. From the 
aortic side the bulb fiils best if the dye is injected 
during diastole. 

Di Guglielmo and Guttadauro have shown that 
the position of the retrograde aortic catheter is im. 
portant. If the catheter tip is close to the aortic cusps, 
only the closest coronary artery may fill. If the tip is 
high in the ascending aorta, the dye may not reach 
the coronary ostia. The tip should be in the middle 
third of the ascending aorta, and the dye injected 
forcibly during diastole, the pictures being taken 
rapidly from the left lateral side and repeated in 
oblique projection. 

Portsmann and Kokkalis secured excellent coronary 
arteriograms in animals by combining retrograde 
aortography, acetylcholine cardiac arrest, and aortic 
blocking. Artificial cardiac arrest is not practicable 
in patients, but attempts to lengthen the duration of 
injection and slow the heart rate are currently being 
studied. Such measures necessitate care that the con- 
trast medium itself not be damaging to the myo- 
cardium. Coronary arteriography must still be con- 
sidered a technique under investigation. 

— William B. Gallagher, M.D. 


Percutaneous, Retrograde, Thoracic Aortography and 
Levocardiography (Zur perkutanen, retrograden, 
thorakalen Aorto- und Laevokardiographie). P, 
Tuurn, A. ScHAEDE, H. H. Hitcer, and A. Dix. 
Fortsch. Réntgenstrahl., 1960, 93: 393. 


PERCUTANEOUS, retrograde, thoracic aortography and 
levocardiography is nowadays a routine method with 
limited indications in cardiologic diagnosis. The au- 
thors’ findings in 38 examinations are described. 
With the patient under general sedation, a catheter 
is inserted into the femoral artery. By means of fluoros- 
copy and under constant electrocardiographic con- 
trol, it is fed into the ascending aorta. This passage 
is facilitated by warming the catheter in water prior 
to use. Pressure readings are taken prior to injection of 
contrast substances. 

Indications are: patent ductus, aortic-pulmonary 
defect, aortic arch syndrome and anomalies of the 
arch, coarctation of the aorta, aneurysms of the sinus 
of Valsalva, anomalies of origin of the coronary ar- 
teries, aortic stenosis, idiopathic hypertrophy of the 
left ventricle, aortic valvular insufficiency, mitral 
failure, ventricular septal defects, and transposition 
of the vessels. The differentiation of aortic stenosis 
and valvular, subvalvular, and supravalvular stenosis 
is important from a surgical standpoint and is possible 
only by passage of a catheter in the left ventricle. 
This is very difficult to do via the femoral artery but 
can be done through the right carotid artery with 
comparable ease. 

Particular attention is given to the differential 
diagnosis of aortic stenosis, mitral insufficiency, and 
ventricular septal defects; these are illustrated with 
examples. Evaluation of contrast reflux from the left 
ventricle into a dilated left atrium in the course of 





levocardiography requires continuous monitoring by 
means of the electrocardiogram. 
—Andrew P, Adams, M.D. 


Venography of the Inferior Vena Cava by Means of 
Puncture of Vertebral Body (La cavografia inferiore 
per via vertebrale transomatica). G. Marcozzi, S. 
MEssINETTI, and M,. Cotomsatt. Ann. ital. chir., 1960, 
37: 461. 


A NEW METHOD of venography of the inferior vena 
cava has been developed at the Surgical Clinic of the 
University of Perugia Medical School, Perugia, Italy. 
Methods previously reported in the literature include 
catheterization of the great saphenous vein near the 
saphenous-femoral junction, percutaneous puncture 
of both femoral veins, and, more recently, injection 
of contrast medium directly into the pelvic bone— 
anterosuperior iliac spine—or one of the spinous 
processes of the spine. 

The technique reported in this article is based upon 
the percutaneous injection of radiopaque substance 
into the vertebral body of the second or fourth lumbar 
vertebra. The test is performed with the patient under 
general anesthesia and with fluoroscopic guidance. 
The position of the patient varies according to the 
vascular segment which is to be visualized. The needle 
is inserted in correspondence to the lateral margin of 
the latissimus dorsi muscle, in either side of the mid- 
line, and is advanced at an angle of 35 degrees with 
respect to the sagittal plane. When the vertebral body 
is entered, blood is withdrawn in order to confirm 
the proper location of the needle. The second lumbar 
vertebra is used for the visualization of the renal veins. 
In all other instances the fourth vertebra is injected. 
In a large series of patients, this technique proved to 
be completely safe. 

In the authors’ opinion, this method is superior to 
all other techniques reported in the literature because 
it is technically simple and requires no surgical 
maneuvers. Furthermore, the vertebral body has a 
rich blood supply which guarantees a fast and com- 
plete absorption of the contrast medium injected. 
Venograms obtained with this technique are repro- 
duced in the article and are of very high quality. 

—Riccardo Benvenuto, M.D. 


Hematemesis and Melena. G. N. CHANDLER, A. D. 
Cameron, A. H. Nunn, and D. F. Street.’ Lancet, 
Lond., 1960, 2: 507. 


Tue AUTHORS describe a simple bedside roentgenologic 
investigation which can be of diagnostic value in the 
acute stages of hematemesis. The roentgenologic 
techniques used to elucidate the cause of bleeding in 
hematemesis should not aggravate bleeding or pro- 
duce shock, and this difficulty has complicated the 
roentgenologist’s task for many years. 

A technique similar to that devised by Cantwell and 
Johnstone which could be applied to patients in the 
acute stages of hematemesis without moving them 
from bed was adopted at the Central Middlesex Hos- 
pital, London, England. The roentgenologic exam- 
ination of patients admitted with hematemesis and/or 
melena is undertaken in the ward on the day after ad- 
mission. The same roentgenographic team is used 
whenever possible. Familiarity with the technique 
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makes for more rapid examination and fewer failures. 
The patient wears a close fitting gown and lies on a 
cloth-covered board of about 26 by 14 inches. He then 
drinks 4 oz. of barium suspension and is immediately 
placed in the right lateral position with a 12 by 10 inch 
cassette and grid between him and the board. An 
exposure is made in this position, followed as rapidly 
as possible by additional roentgenograms in the right 
anterior oblique, right posterior oblique, and antero- 
posterior projections. A portable x-ray machine, fast 
films, and screens are used for the examination. 

No complications were encountered in the study of 
150 patients. In 83 per cent the cause of bleeding was 
correctly diagnosed, and the method was of particular 
value in the recognition of duodenal lesions. 

— Bernard C. Gerber, M.D. 


The Gastric Cardia and Fundus. Epwin L. Lame. 
Radiology, 1960, 75: 703. 


THE GASTRIC CARDIA is well known for the frequency 
with which it may harbor a carcinoma without clear 
roentgenographic delineation. Also, anatomic varia- 
tions and certain benign lesions may closely resemble 
the more serious lesion. 

The author has collected a number of the less com- 
mon variations, defects, and benign lesions which 
may mimic carcinoma of the cardia of the stomach 
roentgenologically. The cases were assembled from 
his experience at the Presbyterian Hospital, Phila- 
delphia, Pennsylvania. 

Cirrhosis of the liver, benign cysts, and neuroblas- 
toma of the liver may all cause impressions on the 
cardia which have been mistaken for carcinoma. 
Splenomegaly, usually the result of blood dyscrasia, 
may give similar impressions from the lateral aspect. 
An enlarged left ventricle may impinge on the car- 
diac-fundal portion of the stomach with similar inter- 
pretation. 

Fluoroscopy may be helpful in this differentiation. 
The aorta uncommonly is responsible for unusual 
roentgenologic defects of the cardia. A convex filling 
defect located on the superior portion of the lesser 
curvature of the stomach has been the source of con- 
siderable anxiety although the true nature of this 
phenomenon is believed to be a variation in the 
prominent circular muscle of the stomach in that re- 
gion. Mucosal prolapse through the cardia and met- 
astatic lymph nodes have also been responsible for 
bizarre roentgenographic findings in this area. 

— Harvey N. Lippman, M.D. 


Procaine in Roentgenologic Examination of the Stom- 
ach and Duodenum (Considerazioni sull’impiego 
della procaina nell’esame radiologico dello stomaco e 
del duodeno). A. Sosso and E, CraMBELLott1. Minerva 
med., Tor., 1960, 51: 3045. 


THE AUTHORS report on the use of procaine during 
roentgenographic examination of the stomach and 
duodenum as performed at the University of Turin, 
Italy. They have used this procedure in more than a 
thousand cases. Juliani’s technique is followed, utiliz- 
ing about 1.5 to 2 grams of powdered procaine diluted 
in water or included in an opaque meal. The use of 
procaine allows examination of the stomach when it 
is full, semifilled, and almost empty. 
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The action is local and normalizing upon the tone 
and the peristaltic action of the stomach and duo- 
denum. This ambivalent action will relax spasm if it 
is present and increase the muscular tone if it is re- 
laxed. The best results are obtained in the pyloro- 
duodenal region. 

The authors believe that this technique is of great 
help in difficult diagnostic problems and they use it 
when the routine procedure is not satisfactory. There 
is very little effect on the normal stomach. There are 
17 sets of illustrations which show the results obtained 
with routine procedures compared to those obtained 
with the use of procaine. 

—Lucian F. Fronduti, M.D. 


On the Reliability of Roentgen Diagnosis of the 
Stomach and Duodenum. L. J. TORNwaLtL and P. 
Vuorinen. Acta chir. scand., 1960, 119: 469. 


Review of the roentgenographic, surgical, and histo- 
logic findings in 1,552 patients operated upon at the 
surgical clinic of the University Hospital in Turku, 
Finland between 1947 and 1956 revealed 120, 7.5 per 
cent, totally wrong diagnoses. The diagnosis of car- 
cinoma showed more errors (15.4 per cent) than that 
of ulcer (2.5 per cent). 

The total material consisted of 1,063 cases of peptic 
ulcers of the stomach and duodenum, 392 carcinomas, 
and _56 cases of other disease of the stomach and duo- 
denum. In 41 cases no abnormality was found at 
operation. 

The greatest uniform group of wrong diagnoses was 
that in which the roentgenographic diagnosis was 
pyloric or duodenal ulcer and the operation showed 
cancer. This group of patients comprised one-fourth 
of those wrongly diagnosed. In the study it was noted 
that there were 66 cases in which a totally wrong 
roentgenographic diagnosis led to operation which 
was the correct procedure. Of these, 16 were roent- 
genographic diagnoses of carcinoma in patients who 
had ulcers which required operation, and 50 were 
roentgenographic diagnoses of ulcer in patients who 
had carcinoma. The number of cases in which an 
erroneous roentgenographic diagnosis had an un- 
favorable effect upon the therapy amounted to about 
30 cases in the total material. 

—Lois Cowan Collins, M.D. 


Cholangiography. C. G. Wuiresiwe. Proc. R. Soc. M., 
Lond., 1960, 53: 856. 


IN THIS REVIEW of cholangiography from a roentgen- 
ologist’s point of view the author divides patients into 
three main groups: (1) those with no history of pre- 
vious biliary operation; (2) those who since cholecys- 
tectomy have had a recent exploration of the common 
bile duct and have a T tube still in place; and (3) 
those patients with recurrent biliary symptoms after 
cholecystectomy that has been performed some time 
in the past. 

In the first group the routine study is by oral 
cholecystography. Thirteen cases were studied with 
intravenous cholangiography because of poorly filling 
gallbladders or clinical evidence of common duct 
stones. In’3 of these 13 cases the intravenous cholan- 
giogram was normal, in 4 it was doubtful, and in 6, ab- 
normal. Calculiwere seen definitely in 3 and doubtful- 


ly in 4. This small series indi. ‘cs that pre-exploratory 
operative cholangiography is much more valuable 
than intravenous cholangiography carried out pre- 
operatively. 

The T tube cholangiography should be performed 
prior to removal of the T tube after exploration of the 
common duct. The examination should show an 
residual calculi and also record the caliber of the duct 
for future reference. 

In studying patients with recurrent symptoms after 
a prior cholecystectomy, intravenous cholangiography 
finds its most important application. From a study of 
such intravenous cholangiograms the following facts 
were listed: (1) The upper limit of the normal diam. 
eter of the common bile duct is 10 mm., and no duct 
should be considered dilated unless it measures 12 
mm. or more roentgenographically. (2) There is no 
evidence that the common duct becomes dilated 
after cholecystectomy. (3) There is no evidence that a 
dilated common duct diminishes significantly in size 
after removal of stones from that duct. (4) There is no 
correlation between the continuance of symptoms 
after cholecystectomy and the caliber of the common 
bile duct. 

One of the major points to be made from this list 
of items is that a dilated common duct, per se, does 
not automatically mean presence of a stone or other 
obstruction to the biliary system, particularly if the 
common duct was dilated at the time of the cholecyst- 
ectomy and prior choledocholithotomy. 

— Ward D. O'Sullivan, M.D. 


The Value of Dehydration in Intravenous Pyelog- 
raphy. J. Scorr Dunsar, Douctas W. MacEwan, 
and Francois HEBERT. Am. 7. Roentg., 1960, 84: 813. 


AN EXPERIMENTAL STUDY was made of the value of de- 
hydration in intravenous urography. Twenty-one 
healthy male volunteers were each examined twice, 
once without any preparation and once when pre- 
pared only by fasting about 15 hours. 

The assumption of improved visualization with 
dehydration is based on the demonstrable fact that 
the urine is more concentrated and presumably has 
also a higher content of radiopaque iodine. The 
literature is replete with conflicting findings in this 
regard. 

Pyelograms were evaluated by two observers. An 
important criterion considered was calyceal concen- 
tration at different time intervals. This showed that 
the best visualization of the upper tract is obtained in 
10 to 15 minutes and in the hydrated subjects these 
interval periods were most informative. There is a 
spread in favor of dehydration in 30 and 60 minutes. 
Beyond that period the opacity of the urine diminishes, 
according to the authors. 

Other criteria studied were calyceal filling, pelvic 
concentration, and pelvic filling, all plotted against 
time after injection and showing obvious later im- 
provement in dehydrated subjects. 

In general, maximum information was obtained 
from pyelograms at between 10 to 25 minutes. In 
hydrated subjects, earlier films are more valuable and 
by taking more early pyelograms and fewer late ones 
the slight difference between the 2 methods could be 
eliminated. —Allan K. Swersie, M.D. 





ROENTGEN AND COBALT TELETHERAPY 


Results of Roentgenotherapy for Sarcoma of the 
Pharynx (Risultati della radioterapia dei sarcome 
della faringe). G. Luzzatt1. Tumori, Milano, 1960, 45: 
383. 


AN ANALYSIS is presented of sarcomas of the pharynx 
subjected to roentgenotherapy from 1928 to 1945, 
including a discussion of the course, site, extent, clini- 
cal macroscopic and histologic characteristics, sex 
and age distribution, early diagnosis, and the stage 
of the tumor at the onset of treatment. The highest 
incidence was found in the fourth and fifth decades. 
Males were more frequently afflicted than females, in 
whom the disease usually ran a more favorable course. 

Early diagnosis and prompt roentgenotherapy in- 
crease the prospects of cure. Tumors limited to the 
tonsillar and tonsillopalatine regions show a higher 
percentage of 5 year survivals. Neither site nor macro- 
scopic aspects at the onset of treatment seem to affect 
the course. Histologic classification is not dependable. 
The present series included a large percentage of 
reticulosarcomas with fewer lymphosarcomas and 
lymphoreticular tumors and a minority of all other 
sarcomatous types. Lymphosarcoma with or without 
glandular involvement presented a less favorable 
course than reticulosarcoma. Two patients with fibro- 
sarcoma survived more than 10 years. Metastatic 
diffusion was noted at the onset in 66.6 per cent to 
100 per cent, with location in the laterocervical glands 
in 83.2 per cent and bilateral location in 32 per cent. 
Metastatic diffusion is possible without involvement 
of the regional lymph glands. 

The prognosis is more favorable in cases without 
glandular metastases, especially in tumors of the 
rhinopharyngeal and tonsillar region. Large, multiple, 
laterocervical metastases reduce the chances of per- 
manent regression. Patients with metastatic lymph 
nodes limited to the first lymphatic station, even if 
bilateral, may be cured. Of the 29 5-year survivals 
in this series, 12 had no glandular involvement, 11 
had unilateral metastatic lymph nodes at the onset of 
treatment, whereas 6 had bilateral laterocervical 
metastases. 

A comparison of the results of treatment in two 
chronological groups, 1928 to 1935 and 1936 to 1945, 
indicated no improvements in radiotherapeutic or 
roentgenotherapeutic technique as having statistically 
influenced the number of cures. The therapeutic 
principles are those presented by Perussia at the 
Twentieth National Congress of the Italian Society 
of Radiology and Medicine held in Cagliari in 1958. 
Even patients with wide metastatic diffusion can be 
treated advantageously, frequently with better than 
anticipated results. In all cases radical irradiation of 
the primary focus or regional metastases is justifiable. 
The dosage varies from case to case in relation to 
the clinical condition of the patient and the stage of 
the neoplastic process. 

Finally, the 3 and 5 year survival rates are pre- 
sented in relation to the site of the tumor. For sarcoma 
limited to the rhinopharynx, the 5 year survival rate 
was 22.2 per cent and for those limited to the ton- 
sillar region, 25.3 per cent. Survival rates for tumors 
without lymph node involvement were 71.4 and 70 
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per cent, respectively. A tabular analysis of the find- 

ings of 21 authors concerning date of admission, site 

of tumor, number of cases, type of treatment, and 

number and per cent of 5 year survivals is presented. 
— Edith Schanche Moore 


Electron Beam Therapy in the Management of Carci- 
noma of the Breast. FLorence C. H. Cuau, ALAN C. 
ScHEER, and JorcE Gaspar-LANDERO. Radiology, 1960, 
75: 559. 


A TECHNIQUE of electron beam therapy is outlined 
which delivers 6,000 to 7,000 rads to the breast in 
6 weeks and 4,000 to 5,000 rads to the regional nodes 
during the same period. The dose to the underlying 
lung is about 10 per cent of the dose to the breast. 

Initial response was good; 10 of 18 patients showed 
complete disappearance of the tumor and 7 of the 
18 showed reduction in size of the tumor. 

The authors are sufficiently encouraged to con- 
tinue to explore the value of this technique. 

— William T. Moss, M.D. 


IRRADIATION INJURIES 


Leukemia in Childhood After Antenatal Exposure to 
X-Rays. T. L. T. Lewis. Brit. M. 7., 1960, 2: 1551. 


THE ASSOCIATION of antenatal roentgenography with 
the subsequent development of childhood leukemia 
has evoked considerable interest recently. In order 
to test the validity of this association, an investigation 
was instituted to ascertain the death rate from leu- 
kemia in children born at Queen Chariotte’s Hos- 
pital in London, England where the antenatal irradia- 
tion rate is 25 per cent compared to an average of 16 
per cent for the remainder of England and Wales. 
During the 6 year period, 1953 to 1958, there were 
almost 17,000 live births at this hospital, approxi- 
mately one-fourth of which fetuses received some an- 
tenatal exposure to irradiation. The incidence of leu- 
kemia in this group was 1 in 4,291 compared to 1 in 
1,808 for the nonirradiated control group. Although 
this study group is too small to reflect the postulated 
incidence of leukemia of 1 in 40,000 births of fetuses 
exposed to irradiation, it is evidence against the as- 
sociation of leukemia with antenatal irradiation. 
— Stuart L. Scheiner, M.D. 


Incidence of Leukemia After Exposure to Diagnostic 


Radiation in Utero. W. M. Court Brown, R. Dott, 
and A. Braprorp Hit. Brit. M. 7., 1960, 2: 1539. 


Tuis stupy reflects a growing interest in the effects of 
small doses of ionizing radiation used for diagnosis 
on the incidence of leukemia. Women who were 
irradiated during pregnancy between 1945 and 1956 
were identified from their hospital records in eight 
different hospitals in London and Edinburgh. The 
names of the children born to these women were 
compared with the list of children who had died of 
leukemia during the period 1945 to 1958. Altogether, 
information was obtained about 39,166 liveborn chil- 
dren whose mothers were known to have been sub- 
jected to abdominal or pelvic irradiation during their 
pregnancy. Nine children were discovered to have 
died of leukemia before the end of 1958. The ex- 
pected number was estimated to be 10.5. There was 





408 International Abstracts of Surgery - April 1961 


no evidence of a disproportionate incidence in either 
heavily irradiated children or those irradiated early 
in intrauterine life. It is noted, however, that only a 
small number of these children received their exposure 
during the first trimester, indicating that a more ex- 
tensive inquiry into this aspect of the problem is 
necessary. 

Previously published data on this problem are re- 
viewed. Differences in the study methods employed 
are pointed out, with the suggestion that those uti- 
lizing parental interview techniques are perhaps open 
to some subjective discrepancies. This study is further 
evidence of the premise that antenatal irradiation 
does not significantly influence the incidence of child- 
hood leukemia when employed in the small quanti- 
ties required for diagnosis. 

—Stuart L. Scheiner, M.D. 


Atomic Bomb Radiation Cataract in Nagasaki. 
Tsuciu1ko ToxunaGA. Acta med. nagasakt., 1960, 5: 24. 


BETWEEN 1953 and 1956 an opthalmologic survey 
was made of 1,600 persons exposed to atomic bomb 
radiation within 100 to 8,000 meters of the hypocen- 
ter of the explosion in Nagasaki, Japan. The ages of 
the patients varied from 7 to 69 years. More than 57 
per cent of the persons within 1,800 meters of the 
hypocenter showed evidence of radiation cataract, the 
incidence decreasing markedly in persons beyond this 
distance. Lenticular opacities peculiar to radiation 
cataract are white, punctate opacities in the dis- 
junctive zones and tuftlike opacities in the posterior 


polar cortex. The degree of lenticular opacity seemed 
to be proportional to the radiation dosage, which 
depended on the distance from the hypocenter and 
the degree of individual shielding. The frequency of 
occurrence of such opacities was directly related to 
the severity of the general symptoms of irradiation, 
epilation perhaps being the best index of the degree 
of radiation injury sustained. Visual acuity was 
scarcely disturbed by such radiation cataracts, and 
only severe cataracts seemed to progress. Regression 
was not seen, but even in cases of mature cataract, 
good vision could be restored with operation. The 
effect that radiation opacities may have on the ulti- 
mate development of senile cataracts is not known; 
however, in general it may be stated that the prog. 
nosis of atomic bomb radiation cataract is good. 
—Stuart L. Scheiner, M.D. 


A Statistical Survey of Malignant Neoplasm Mor- 
tality Among Atomic Bomb Survivors in Nagasaki, 
Satosut Mort. Acta med. nagasaki., 1960, 5: 43. 


ABOUT ONE-HALF of the deaths from malignant neo- 
plasm during the years 1953 to 1957 in Nagasaki, 
Japan were of subjects who had varying amounts of 
exposure to the atomic bomb blast of 1945. A com- 
parison of the older age group with the national ex- 
perience showed no increase of malignant disease ex- 
cept slightly among exposed women. However, there 
was a significantly greater incidence of lymphoma 
and leukemia among the exposed younger people of 
both sexes. —Leonard D. Rosenman, M.D. 





SURGICAL TOPICS OF GENERAL INTEREST 


ETIOLOGIC AND PHYSIOLOGIC RESEARCH 


The Influence of Alterations in Parathyroid Function 
on the Distribution of Plasma Calcium. SmitH FREE- 
man and Morra BREEN. Clin. Orthop., 1960, No. 17: 
186. 


THE PLASMA CALCIUM of rats and dogs was separated 
into protein-bound and nonprotein-bound fractions 
by means of high-speed centrifugation. Hypopara- 
thyroid rats showed a significant reduction in the 
fraction of nonprotein-bound calcium as compared 
with normal animals. Hypoparathyroid dogs showed 
a similar difference as compared with the calcium 
distribution after these animals received injections of 
parathyroid extract. 

Direct measurement of calcium binding by plasma 
albumin in 2 dogs in relation to parathyroid function 
showed a reduction in the ratio of albumin-bound 
calcium to total calcium after injections of para- 
thyroid extract into these animals. 

, —Bernard C. Gerber, M.D. 


Hemodynamic Effects of Continuous Positive and 
Negative Pressure Breathing in Normal Man. 
Kaye H. Kitpurn and HEersert O. Sieker. Circula- 
tion Res., 1960, 8: 660. 


SruptEs of the effects of continuous positive and nega- 
tive pressure breathing on the circulation was studied 
in 36 young men. These studies were all made without 
anesthesia and in the resting postabsorptive state. The 
experiments using negative pressure breathing were 
made in 2 groups using a negative inspiratory pressure 
of 20 to 22 cm. in 1 group and 12 to 14 cm. of water in 
the other. In the continuous positive pressure breath- 
ing experiments the airway pressure was maintained 
at 24 to 28 cm. of water on expiration with an in- 
spiratory fall to 16 to 22 cm. Cardiac output, central 
blood volume, arterial, venous, and airway pressures, 
plasma volume, alterations of pulmonary blood 
volume, and measurements of the transverse diameter 
of the heart and the diameter of pulmonary venous 
segments in the frontal plane were all monitored. 

The authors conclude from the study of negative 
pressure breathing and hyperventilation during posi- 
tive pressure breathing that decreased intrathoracic 
pressure does aid considerably in maintaining or in- 
creasing the blood available to the heart in man. 

—E. Thomas Boles, Fr., M.D. 


The Electroencephalogram in Cardiac Surgery Un- 
der Hypothermia. A. LunpeRvoLp and Cur. Cap- 
PELEN, JR. Acta chir. scand., 1960, 119: 329. 


THis ARTICLE is a study from the Neurophysiologic 
Laboratory at the Rikshospitalet, Oslo, Norway. 

In patients in whom the aorta and venae cavae 
were occluded, within a few seconds all electrical 
activity of the brain ceased. Between 15 and 100 
seconds after the restoration of circulation the first 
electrical responses appeared, although at times it did 
Not revert to normal pattern until 1.5 hours later. 


When a weaker clamp was used to occlude the 
aorta some electrical activity continued and this led 
to the following trial. Some 300 c.c. of oxygenated 
blood were perfused distal to the aortic clamp at the 
rate of about 75 c.c. per minute in 8 cases. One-half 
of these patients showed increased electrical activity 
with the infusion. These paiients were at a tempera- 
ture of 30 degrees C., and it is stated that 8 to 10 
minutes of circulatory occlusion is tolerated by the 
brain at that temperature. Clinically, these 8 patients 
are said to have been “‘far livelier” after operation 
than those who had a total absence of electrical 
activity during an 8 to 10 minute period. 

It is suggested that, if it is possible to prolong the 
period of total circulatory occlusion by infusing suffi- 
cient blood to continue some electrical activity, per- 
haps a longer period of interruption at hypothermic 
temperatures might be feasible. 

—Robert W. Williams, M.D. 


Artificial Venous Valves (V4lvulas venosas artificiales). 
Leopotpo Diaz DE ViLLecas. Cirugia, Cuba, 1960, 
2: 119. 


THE MATERIAL USED in the fabrication of these valves 
is silastic, a plastic material with a number of favor- 
able qualities. It is radiotransparent and flexible and 
endures without alteration the process of sterilization 
in an autoclave; it does not irritate or otherwise dam- 
age the venous endothelium and is anticoagulative in 
the sense that when brought in contact with the blood 
stream it does not produce coagulation. 

The prosthesis at present in use consists of a simple 
silastic tube; the valve leaves, which quite resemble 
those of the natural mitral valve of the heart, are 
simply extensions from the cephalad end of the tube. 
Extending vertically from the medial aspect of the 
anterior end of the tube is a small protrusion like the 
head of a nail to which is attached a slender arterial 
silk suture for better control of the prosthesis during 
the process of insertion into the vein. 

The operation consists of exposure of the saphenous 
vein and the production of a small, transverse, but- 
tonhole incision through which the artificial valve is 
introduced very gently into the lumen of the vein, 
after which the venous wall is closed over it by means 
of a couple of interrupted sutures. The patient is 
thereafter permitted to be up and about on his feet 
as soon as he desires. Sufficient heparin to maintain 
the coagulation time between 15 to 20 minutes is 
always administered during the 6 or 7 days of the 
postoperative period. 

Although it is still too early to assess clinical results 
in this work, it is nevertheless interesting to note that 
in the patients who have this latest type of intra- 
saphenous artificial valve the vein itself is no longer 
dilated and that some of the patients have worn this 
valve for more than a year without symptoms or in- 
convenience of any kind and have, in instances, even 
refused to have the prosthesis removed. In those 
prostheses which were removed after a number of 
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months there was some evidence of coagulation distal 
to the tube, none within the tube, and only a slight 
tendency to the formation of coagula attached to the 
valve leaves themselves. These coagula were not suffi- 
ciently large to interfere with the functioning of the 
valve and were ascribed to slight roughnesses on the 
surfaces of the leaves. Attempts must be made in the 
fabrication of the valve to eliminate these defects of 
smoothness in later work. 

These results support the theory of defective venous 
valvular functioning in the formation of the varices 
and are here presented to encourage other researchers 
in continuing this work. —jJohn W. Brennan, M.D. 


CANCER RESEARCH AND CHEMOTHERAPY 


Chemotherapy of Solid Cancer Arising from the 
Gastrointestinal Tract. Joun D. Hurtey and Epwin 
H. Exuison. Ann, Surg., 1960, 152: 568. 


Because the reported 5 year survival rates after opera- 
tion for cure of certain malignant tumors of the gas- 
trointestinal tract are quite satisfactory but may be 
misleading, since only 1 of 6 persons diagnosed dur- 
ing the same period as harboring gastrointestinal 
cancer will be alive 5 years hence, a critical evalua- 
tion of certain alkylating agents, antimetabolites, and 
combinations thereof was undertaken to determine: 
the response of solid tumors of the gastrointestinal 
tract to a variety of antitumor agents; the necessity 
of treating to toxicity to assure tumor response or 
remission; the preferred dosage schedule, i.e., to ob- 
tain minimal to moderate and controllable toxicity 
while assuring maximum and continued response; 
and the value of combined therapy using several 
agents simultaneously or on an alternate basis. 

One hundred and forty-nine patients with ad- 
vanced cancer of the gastrointestinal tract have been 
treated with 5-fluorouracil, nitrogen mustard, and 
triethylenethiophosphoramide or combinations of 
methotrexate and triethylene melamine followed by 
alternate courses of 5-fluorouracil, nitrogen mustard, 
and/or triethylenethiophosphoramide. Palliation re- 
sulted in 1 of 3 for at least 2 months. Thirty-seven 
patients, or one-fourth of the total group, responded 
to therapy for 3 months. Remission continued for as 
long as 4 months in 30 patients. All told, 1 of 10 
patients receiving antitumor agents responded for 6 
months or longer. On the other hand, no evidence 
has been presented to suggest that over-all survival 
has been lengthened beyond that anticipated for 
patients with advanced tumors of the types and lo- 
cations studied. 

Carcinoma of the esophagus proved most resistant 
to antitumor therapy. There was no response in 14 
patients studied. The alkylating agents nitrogen 
mustard and triethylenethiophosphoramide proved 
most useful for cancer of the hepatobiliary area. A 
patient with a large primary hepatoma and recurrent 


ascites in this group responded for 14 months with 
combination therapy. Malignant lesions of the 
pancreas and colon proved most responsive to re. 
peated courses of 5-fluorouracil. 

It was concluded that experience to date suggests 
that to obtain the best palliation for recurrent tumor, 
the patients must be treated earlier. The preterminal 
patient with an advanced malignant lesion cannot be 
salvaged with any antitumor agent. 

— Stephen A. Zieman, M.D, 


ORGAN TRANSPLANTS 


Behavior of a First, Second, and Third Crop of Skin 
Homografts from the Same Donor. Lynpon A. Przr, 
IgpaL S. Watts, and RutH J. PuLuen. Plastic & 
Reconstr. Surg., 1960, 26: 161. 


Tuts Is a case report of a 19 year old boy who was 
admitted to the St. Barnabas Medical Center, New- 
ark, New Jersey for treatment and grafting. This boy 
showed tolerance for an extended period to a small 
full thickness skin graft and to second and third crops 
of skin homografts from his mother. 

According to Gibson and Medawar a second crop 
of skin homotransplants from the same donor to the 
same recipient disintegrates at a faster rate than the 
first, owing to an actively acquired immunity by the 
host against antigens from the first crop of skin homo- 
grafts. If the interval of time between the first and 
the second crop of skin homografts in humans is 80 
days or longer, hostile antibodies against the second 
crop apparently are absent, and, therefore, the 
second crop is noted to survive for as long as did the 
first crop. 

Continued tolerance for skin from the patient’s 
brother long after the mother’s skin had been rejected 
demonstrated the specificity of the homograft to 
response. A biopsy of the brother’s graft showed 
numerous elastic fibers in the dermis which indicate 
survival of a skin homograft. 

The authors explain that this partial tolerance for 
the skin homograft possibly resulted from the toler- 
ance found in 25 per cent of skin exchanges between 
mothers and their children. This may have been en- 
hanced by the known increased tolerance of severely 
burned patients to skin homografts from any donor. 

Tolerance of the boy to his brother’s skin may be 
called an occasional random tolerance which, in the 
authors’ experience, occurs more often than the 
literature indicates. The majority of skin homografts 
in humans are rejected between the eighth and four- 
teenth day but there are many exceptions to this rule 
in healthy individuals with normal gamma globulin 
levels. 

The eventual rejection of all three crops was an 
acute rather than a slow replacement. The longer- 
established grafts were the last to be rejected. 

—Frank W. Pirruccello, M.D. 
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